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Treat the itching, too 


In CHICKENPOX, MEASLES and SCARLET FEVER your first care 
will be the systemic symptoms. Then, the distressing itching and the 
dangerous urge to scratch must be controlled, to guard against infection 
and scarring. 

Control the itching with ENZO-CAL. 

ENZO-CAL contains near-colloidal calamine and zinc oxide with 
benzocaine in a soft, pleasantly fragrant, greaseless cream. Jts soothing ac- 
tion is prompt and prolonged. 

Parents like it because it is so clean, convenient and pleasant to use. 

: Will not stain clothing or bed linen. 

ENZO-CAL is available in 2 oz. tubes and 1 lb. jars at your local 
pharmacy. Sample and literature will be sent 
to physicians on request. CR 


305 East 45th Street, New York 17, N.Y. 


~CAL stops ITCHING 


SOOTHES PROTECTS AIDS HEALING 


3 
- 


MAY, 1947 


there’s a 


This defense is BENADRYL, a product 


of PARKE-DAVIS research. 
The treatment of most cases of hyper- 
sensitivity with this antihistaminic 


is largely symptomatic. It has been 
found that from 25 to 50 mg., repeated 
as may be indicated, are usually 
sufficient to produce relief. 

BENADRYL (diphenhydramine hydro- 
chloride) is available in Kapseals ® of 
50 mg. each, in capsules of 25 mg. 


each, and as a palatable elixir 
containing 10 mg. in each teaspoonful. 
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Now there is a defense against 
many of the allergic reactions ¢ 
: by everything from feathers to codfish. 
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ASCORBIC 
ACID 


VITAMIN C 


CONCENTRATED 


HEXAVITAMIN OLEO VITAMIN 


PER CAPSULE 
A 2500 US2.Unin é{TAMIN PRODUCTS. INC 

The hallmark of Walker manu- 
rr facture is its uncompromising mou 
ASCORBIC emphasis on quality. Rigid con-— 

VITAMIN P| ACID | trols at every stage of produc- 


Mount Verr VITAMIN C 


50 MG. 


tion, from raw materials to the 
finished products, insure their 
dependability. Physicians know 


that Walker vitamin products can NIACINAMIDE 

be prescribed with confidence. | NICOTINAMIDE 
Dose: 1 daily or 2 
as prescribed 


50 MG. 


| reo tamer: | MOUWT VERNON, NEW YORK 
tion of | 
NIACIN 


NICOTINIC ACID) 


AMIN PRODUCTS INC 
NIACIN 


used only SOLUTION 
by, or on prescrip- THIAMINE RIBOFLAVI 


100 TABLETS 


50 MG. 
VITAMIN B 
tion of physician. 


WALKER VITAMIN PRODUCTS INC 


MOUNT ON NEW 


WALKER VITAMIN PRODUCTS INC 


WALKER 
VITAMIN PRODUCTS, inc 


Mount Vernon. New York 
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to combat 
the depression of 


chronic organic disease Many patients with chronic organic disease — 
arthritis or asthma, for example—sink into a persistent depression 
characterized by discouragement, or even despair. Unless effuctively 
combated, this depression may handicap management of the basic disorder 
and intensify its symptoms. 

By restoring optimism and interest in useful living, Benzedrine Sulfate 
frequently helps to overcome prolonged depression accompanying chronic 
illness. Obviously, in such cases, cafeful observation of the patient is 
desirable; and the physician will distinguish between the casual case of 
low spirits and a true mental depression. 


benzedrine sulfate (racemic amphetamine sulfate, S.K.F.) Tablets and Elixir @ 


Smith, Kline & French Laboratories, Philadelphia, Pa. 
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Restores and maintains normal vaginal 


aim, Many recent studies point to the relationship between vaginal 


pH and the nature of the bacterial growth of the vagina. Contrary to views held in the 
past, the normal vaginal pH is between 3.86 and 4.45, which suppresses the growth 

of pathogens and encourages growth of the Doederlein bacillus, a normal inhabitant 

of the healthy vagina. A higher pH is conducive to proliferation of pathogens; 
trichomonads thrive at 5.0 to 6.0, monilia at 5.5 to 6.8, staphylococci and streptococci 
at 5.8 to 7.8, and gonococci at 6.8 to 8.5. 


Massengill Powder—incorporating boric acid, ammonium alum, berberine sulfate, 
phenol, menthol, thymol, eucalyptol and aromatics—is an effective means of 
restoring the vaginal pH. By producing values of 3.5 to 4.5, it discourages growth of 
many pathogenic microorganisms. It also possesses excellent cleansing and 
deodorizing properties, and is in itself antibacterial. 


Massengill Powder has been found a valuable adjuvant in the management of many 
vaginal and cervical infections due to streptococcus, staphylococcus, trichomonas, 
monilia, and gonococcus invasion. It is 

also useful in leukorrhea, pruritus vulvae, 
vaginitis, and as a routine cleansing douche. 
In 3 0z., 6 oz., 1 Ib., and 5 Ib, jars. 


The S. E. MASSENGILL COMPANY 


Bristol, Tenn.-Va. 
INEW YORK « SAN FRANCISCO « KANSAS CITY 
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Men and Amino Acids 


SPC 


This eminent investigator of amino acids and related organic 
compounds obtained his doctorate at Leipzig in 1882. He <4 
was associated first with Hermann Kolbe, then with / 
Adolph Baeyer; in 1896 he succeeded Kekule at Bonn. (4 
His dissertation on several new synthetic amino acids 4 
related to hippuric acid, published in 1883, intro- 

duced diazoacetic esters, and initiated a series of || 7 
systematic investigations extending over two dec- i 
ades. His work with acid azides led to the develop- \ 7 
ment of a method of preparing urethanes, which, after ; 5: 

acid hydrolysis, yield primary amines. Curtius and his _ 

pupils evolved methods for the synthesis of alpha amino 
acids. Acid azide reactions introduced by Curtius per- 

mitted the linkage of amino acids to build 

polypeptides. As a teacher, Cur- 
tius attracted students from 
many countries. His eluci- 


dation of numerous prob- 


lems associated with the 
chemistry of aminoacids pointed 
the way to a clearer understanding 


THEODOR CURTIUS—1857-1928 
of proteins and protein derivatives and 


their role in nutritional science. 
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The Arlington Chemical Company 
Yonkers 1, Cela) New York 
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Hot weather 
presents no 
problem when 
Lactogen 

is used for 
infant 
feeding 

eee because 


be agg HED cows’ MILK 


“lon of Mitk Fat, Milk Suda" 


... when refrigeration is not available, EASY TO PRESCRIBE 


each feeding may be prepared sepa- 


rately. The doctor can always advise LACTOGEN + WATER = FORMULA 


1 LEVEL TABLESPOON 2OUNCES 2. FLUID OUNCES 
the mother to prepare individual LAC- 


TOGEN feedings whenever the baby (APPROX.) PER OZ. (APPROX.) 
is ready for his bottle. Preparing each 

2 : : No advertising or feeding directions except to physicians. For feedin 
LACTOGEN feeding Just before feed: directions pads, send blank 


ing time safeguards the baby against the 


danger of nutritional upsets caused by -y e 
bacteriological changes in the formula. N e t e Ss } k 
Products, Inc. 


155 EAST 44TH ST., NEW YORK, !7, N.Y. 
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“There shone one woman, and none but she.’ 


—SWINBURNE 


before the young woman like a treasure- 
chest of jewels. To unlock and Possess 
these riches, no key is so fitting as that 

of vibrant health. Many factors of diet, 
hygiene; and of psychic adjustment 
are essential. Beyond these elements. 
endocrine balance is also important to 
budding womanhood. Those not so 
fortunate as to possess the 
equilibrium necessary for health present € a 
the physician with complex problems. 
in these cases are being solved through J 
knowledge of the steroid sexhor- 
mones. As examples, the relief of 

are indicative of their importance. Jill 

In such work the Ciba develop 
ment of hormones in pure. ; 
chemical form has conten 
the basis of many present-day 


UOGMENT OF PARIS 
Painted Ciba by Cathal 


"relatively © constant amount of the hormone, 
while of injections. 


CIBA PHARMACEUTICAL PRopucts, INC., SUMMIT, NEW JERSEY 
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Estregen of High Potency and Prolonged Effect 


Alpha-estradiol, according to the statement of New and Non-Official Remedies, is “probably the most 
potent of all known estrogens.”’ As an example of its duration of effect, a single injection of Di-Ovocylin, 
Ciba's brand of a-estradiol dipropionate, will control symptoms for fourteen to twenty-one days in the 
majority of menopausal patients.’ Di-Ovocylin, being a derivative of a natural estrogenic hormone, has 
the added advantage of producing a feeling of well-being in the patient. These inherent advantages, 
corroborated by extensive published reports, have influenced many leading clinicians to standardize 
on this Ciba estrogen for all pertinent indications. When effective and prompt control of estrogen 
deficiency is established with Di-Ovocylin injections, patients can be maintained with Ovocylin tablets, 


Ciba’s brand of oral a-estradiol, also provided as ointment or suppositories for topical use. 


1. Greene, R. R.: Int. Abst. Surg., 74: 595, 1942. 


ones and radiation therapy to pituitary 
egions — unsuccessful. 


with estrogens and progestin 


therapy 
over a period of two years resulted in cyeli 


velopment and 
uterine bleeding, breast develo 


increase in pubic and axillary hair. 


ORY COURTESY 


~ CIBA PHARMACEUTICAL PRODUCTS, INC. 


SUMMIT NEW JERSEY 


OVOCYLIN, DI-OVOCYLIN—Trade Marks Reg. U. S. Pat. Off. 2/1204 
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Gastrointestinal distress attribu- 
table to the presence in the intestinal 
tract of excessive amounts of readily 
fermentable sugars can be minimized 
by specifying CARTOSE* as the 
mixed carbohydrate to be used in 
modifying milk for infant feeding 
formulas. 

CARTOSE supplies balanced pro- 
portions of nonfermentable dextrins 
in association with maltose and dex- 
trose, thus providing spaced absorp- 
tion. 
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MINIMIZES GASTROINTESTINAL DISTRESS 


Its content of dextrins favors the 
development of a preponderant bene- 
ficial acidophilic intestinal flora. 


CARTOSE 


ACG eat. OFF 


Mixed Carbohydrates 


Available in bottles containing 1 pt. 
through recognized pharmacies only. 


®The word CARTOSE is registered trademark of 
* Kinney & Sons, Inc, 


H. W. KINNEY & SONS, Woe ~ 
COLUMBUS, INDIANA 
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At Meuse octuts...” 


“,.. malnutrition almost always begins.”! 
Nutritive replacement must be equally prompt. 


According to a recent editorial in the J.A.M.A., 
“Vitamin defiiciencies commonly encountered 
in clinical practice are multiple . . . 

Treatment for a deficiency involves 
administration ...oflargeenough doses \ 
of the vitamin to be of therapeutic value and 
continuation of this treatment for long 
enough periods to assure a satisfactory 
therapeutic trial.”2 


THERAPEUTIC FormMuLA Vitamin 
Capsules contain truly therapeutic poten- 
cies of all the essential vitamins. A single 


capsule contains: 


Vitamin A....... eeeeeee 25,000 units 
Thiamine HCl 5 mg 


VITAMIN CAPSULES 


1. Peters, J. P., and Elman, R.: J.A.M.A. 124: 1206 (Apr. 22) 1944, 
2. Council on Foods and Nutrition: J.A.M.A. 131: 666 (June 22) 1946. 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


SQUIBB ING 
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In the Consewative Treatment of 
The Lumbosacral and Lower Lumbar Regions 


CAMP SUPPORTS offer advantages 


eeeGive firm support to the 
low back; the support is easily 
intensified by re-inforcement 
with pliable steels or the Camp 
Spinal Brace. 


+++Afford a more stable pelvis 
to receive the superincumbent 
load. 


eeeAllow freedom for contrac- 
tion of abdominal muscles un- 
der the support in instances of 
increased lumbar curve (fig. 1). 


eeeAre removed easily for pre- 
scribed exercises and other 
physical procedures prescribed 
by physiatrist or physician. 


S. H. CAMP anp COMPANY « JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 


Offices in New York e Chicago e 


Windsor, Ontario e London, England 
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stable pelvis, from recurrent sirain 

_ in relieving the pain 
deminal muscles _ et acute conditions, 
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its of all past. days” 


» “A person’s nutritional status today depends on the events 

of all past days.” Slight deficiencies should not be ignored “as 
if they were without effect,” for “partially, indeed slightly de- 
ficient diets eaten regularly and periodically over many years 
have their consequences.”! Such nutritional delinquency often 
takes its greatest toll under the stress of illness, surgery, preg- 
nancy, lactation, or accident. For depleted tissues, Upjohn vita- - 
mins provide a wide range of dosage forms for therapy or 

supplementation, in preparations adapted to oral and paren- 
teral administration in the practice of medicine and surgery. 


FINE PHARMACEUTICALS SINCE 1886 


Upjohn 


KALAMAIOO 99 MICHIGAN 


UPJOHN VITAMINS. 
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May we remind you that there are 
17 published reports in leading medical 
journals, dealing with the use of 
Ertron-Steroid Therapy in Arthritis? 
We shall gladly send reprints 


for your file. 


FRIRON 


Steroid Complex 


ABORATORIES 


by or on 
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What you've been waiting for... 


Ritter Multi-Purpose Table 


Adjustable to all positions — from horizontal to chair position 


¢ Rotates 180° on Base * Motor Driven 


Can be lowered to 2314” from floor . 


Can be raised to 4014” from floor 


* Concealed stirrups * Sponge Rubber Cushions 


Illustrated literature on request 


ANESTHETIC MITH-HOLDE HOSPITAL BEDS « 


GASES WHEEL CHAIRS 
PHYSICIANS’, INC. TRUSSES © BELTS ¢ 
SURGEONS’, SUPPORTS ¢ 
Across from St. Joseph’s Hospital 


HOSPITAL SUPPLIES 624 BROAD STREET « PROVIDENCE SUPPLIES 


i q 
ae 
| 
ds 
- 


No. 1647 |) 
TABLETS 


DIETHYL- 
STILBESTROL |F 
0.25 mg. 


FOR RELIABLE ESTROGENIC EFFECT 


DIETHYLSTILBESTROL faithfully simulates the action of natural estro- 
gens. It is indicated wherever an estrogenic effect is desired. 

Diethylstilbestrol, Lilly, is particularly valuable in relieving symp- 
toms of the menopause, in senile vaginitis, and in gonorrheal vaginitis 
in children. It is also effective in “functional uterine bleeding” and in 
the palliative treatment of carcinoma of the prostate. 

A wide variety of dosage forms, including tablets, ampoules, and 
vaginal suppositories, is offered under the Lilly Label. They are 


readily available at your local retail pharmacy. 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. 


Se 
lee. Size Ma 
ef METHYL 
5 mg. in 


Illustration by Arthur Sarnoff 


ALTHOUGH the annual Indianapolis Speedway race is 
a brilliant spectacle to the fans, it is a grueling test of 
men and machines. Each driver must pass a thorough 
physical examination before he is permitted on the 
track. In addition, a staff of physicians and assistants 
stand by in readiness for any emergency. 

In most major sports and sporting events medical 
men make an important contribution. First of all, 
there must be assurance that every candidate is fit to 


withstand the physical rigors of the contest. Of equal 


importance are illnesses and injuries incidental to the 
sport which must be promptly and skillfully treated. 
Amateur and professional sports alike would be seri- 
ously handicapped were it not for the physician. 
Behind the doctor are the personnel and re- 
sources of the ethical pharmaceutical manufacturer. 
Eli Lilly and Company maintains a staff of hundreds 
of specialized workers. Their function is to supple- 
ment the skill of the physician by providing him with 
reliable pharmaceutical and biological sili: 
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THE ROLE OF THE GENERAL PRACTITIONER IN THE 
DIAGNOSIS OF PELVIC CANCER* 


LEWIs C, SCHEFFEY, M.D. 


The Author. Lewis C. Scheffey, M.D., of Philadel- 
phia, Pa. Professor of Obstetrics and Gynecology, 
Head of Department, and Director of Division of 
Gynecology, Jefferson Medical College and Hospital, 
Philadelphia. 


HE TITLE of my presentation means just what 

it says, because the general practitioner, in most 
instances, is the man who first sees the woman with 
cancer somewhere in the pelvis. We are adults, and 
we can speak frankly. We know that many errors 
are made, and for two reasons. In the first place, 
perhaps it is because of the reticence of many 
women to consult a doctor, when they notice some- 
thing abnormal ; secondly—and_ unfortunately—is 
the indifference with which they are too often 
greeted. Of course, I suppose that can apply to dis- 
ease anywhere in the body, but, being a specialist 
who was first schooled in general practice for five 
years, I look back on some of my errors of omis- 
sion which might have persisted, had I not entered 
a field so intimately connected with cancer and its 
management. 

With respect to cancer of the pelvis in general 
the most common site, as everyone knows, is in 
the uterus. I believe that cancer of the ovary and 
cancer of the vulva perhaps run a rather close 
second, with cancer of the tube and primary cancer 
of the vagina—and I am using the term cancer in 
a broad sense—with malignancy of the tubes and 
vagina in last place. 

What does early diagnosis, in general, depend 
upon? Naturally, it depends upon a careful history, 
but there must be, coincidentally, an evaluation of 
the symptoms, because the symptoms in pelvic can- 
cer can be so insidious sometimes that it is only 


*Presented at a joint meeting of the Rhode Island Medical 


Society and the Providence Medical Association, at 
Providence, February 3, 1947. 


by a great deal of interrogation that we can find 
those which may be suggestive, and I think that is 
true of cancer in any pelvic site. 

Linked with this is a knowledge of previous gen- 
eral and local treatment, because long-standing 
therapy for any condition has a distinct bearing on 
the diagnosis. When we hear of a patient who has 
been receiving prolonged local treatment to the 
vulva, the vagina and cervix, as with douching for 
a long period of time for symptomatic relief, that 
should distinctly disclose that something of a 
chronic nature is present. 

The patient with so-called intestinal indigestion, 
who has been receiving prescriptions, we hope from 
the doctor, but so often from radio talks, to ease 
these aches and pains, should always bring to mind 
the possibility of hidden malignancy, such as cancer 
of the ovary, as well as of the intestinal tract. 


Use of Endocrine Therapy 


And then, in recent years—and this has become 
a pet hobby of mine as well as that of a good many 
of my colleagues, there is the long and continued 
use, indiscriminately advised and employed, of en- 
docrine therapy. We see the patient who has had 
abnormal uterine bleeding, and we elicit a long 
history of injections and pills of all sorts—almost 
every endocrine preparation that you can think of 
—only too often administered for this without even 
a history having been taken, or a pelvic examina- 
tion made. 

Several years ago we presented a series of case 
histories at an American Medical Association meet- 
ing in Chicago, where we first cited reports in which 
vaginal hemorrhage of varying degree had been 
treated by the injection route, with no thought of 
examination until the finally serious hemorrhage, 
due to cancer, brought the patient directly to the 


hospital. Now, endocrine therapy is very valuable 
continued on next page 
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when properly employed and there is much to be 
said for it. It has a place, but it is a two-edged 
sword, and as a teaching gynecologist, I recognize, 
with many of my colleagues, that there is too much 
optimism and much light-heartedness in the use of 
endocrine therapy. I shall not quarrel at all with 
its use when properly evaluated as to indications, 
but what I do condemn, and what I think every one 
of you will agree with me in condemning, is the 
idea of giving a “shot” just because there is some 
abnormal or annoying bleeding from the genital 
tract that is thoughtlessly and carelessly prescribed 
for. 

Now, when we come to the patients who have 
ceased menstruating, the so-called post menopausal 
women—and I like to say that the cessation of 
menstruation is only one symptom of the meno- 
pause — there, again, we are confronted with a 
new hazard. When I use the term “hazard” I do 
not mean that giving estrogenic substances actually 
causes the cancer that I spoke about a moment ago ; 
I am calling attention to the fact that their use, 
without an internal examination, to exclude an 
organic cause of bleeding, creates the hazard of 
delayed diagnosis and proper treatment. 

Now, to resume: with respect to the menopause, 
cessation of menstruation is only one of the symp- 
toms. The disagreeable vasomotor disturbances 
that accompany it can be controlled in many in- 
stances with ordinary sedative measures and reas- 
surance. Estrogenic therapy may be very helpful 
in obstinate cases. But there again, one has to be 
mighty careful in the dosage employed, because we 
have been confronted during the past few years 
with a wave of withdrawal bleeding from the uterus 
that causes us to ponder whether or not a curretage 
should be done at once to find out whether or not 
cancer is being overlooked within the body of the 
uterus, or whether it is simply due to estrogenic 
administration. 

Hence, if we secure these points in the history, 
with regard to previous treatment, it is of decided 
help in evaluating the symptoms. 


The Examination 


Next, we come to the actual examination, and 
there, busy as we are, it must be thorough and pain- 
staking, and not only confined to the pelvis, even if 
the symptoms apparently come from the pelvis. 
Dr. Pitts and I were saying earlier in the evening 
that so much of the teaching today is dependent 
upon laboratory decisions that we have replaced the 
eye and the finger too much, with laboratory re- 
ports, and hypodermic syringes. There is no way 
in which one can make an exact diagnosis of pelvic 
disease without an examination and we have to 
think of the associated parts of the body that may 
be involved. We know of the close association of 
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the breast with the pelvic organs. We know that in 
this respect breasts are being sacrificed perhaps 
today that need not be, because that relationship is 
not thought of sufficiently long before operation is 
done. We know, too, speaking from the general 
surgeon’s angle, that too often a lump in the breast 
is removed by the man who can remove a lump in 
the breast as well as any one, but who doesn’t 
bother to have a frozen section made of that lump, 
and thus fails to perform the radical operation that 
may be indicated by that biopsy. 

We must have adequate means to examine the 
pelvis. I mean by that a satisfactory examining 
table, good illumination, and certain instruments 
that help. Well, I suppose we would make early 
diagnosis of all these things—we would make an 
early diagnosis of pelvic malignancy, if all these 
things were done—if the patient came at the proper 
time, and if you and I examined her promptly when 
she came. But after all, there are a certain number 
of cases in which neither you nor I are going to 
make a diagnosis, until we have made an examina- 
tion, because there are no symptoms. There are 
instances where the bleeding is not of sufficient 
character to awake the patient’s fear. That is true. 
I can recall one case involving the uterus, in which 
the only symptom the patient had was a lump that 
appeared in the vagina and that proved to be a 
metastatic lesion. There was no irregular bleeding 
whatsoever, strange as that may seem. Therefore, 
we come to the supreme method of early diagnosis 
of cancer of the pelvic organs—the periodic exam- 
ination. 

I think that we are broadening our viewpoint 
with respect to the periodic pelvic examination. 
We like to include the entire body. After all, spe- 
cialists shouldn’t just be concerned with the field 
that they work in. I don’t mean that they should be 
skilled in surgery elsewhere, but they should be at 
least able to examine the abdomen and breasts 
thoroughly enough to find some gross lesion which 
a periodic examination should give the opportunity 
to discover. 

The so-called health maintenance and cancer pre- 
vention and detection clinic aims to do this. I have 
been in organized medicine long enough to know 
that there is always a certain amount of dissatis- 
faction by the general practitioner with a clinic of 
this sort. In Philadelphia we have tried to carry out 
a program of such clinics in cooperation with our 
county society. The Donner Foundation subsidized 
these clinics in various teaching hospitals, and then 
extended the program to hospitals outside the 
teaching orbit. 

First of all, I might say that no patient is regis- 
tered who is actually ill. Such are told to see their 
doctor. Only apparently well people are accepted. 
They are asked the name of their family doctor. 
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PELVIC CANCER DIAGNOSIS 


If the patient has none, she is given a list of doc- 
tors in the neighborhood to choose from. If she is 
not able to go to a private doctor, she may choose 
the hospital clinic that she wishes to go to, and a 
report of the examination with recommendations is 
sent to the physician concerned. No treatment is 
administered, not even a biopsy of the cervix, in 
the health maintenance clinic. In that way, we have 
shown the doctors that we want to work with them 
and help them, and the response has been grati- 
fying. 

Another movement that has been very helpful 
was initiated by the Obstetrical Society of Phila- 
delphia. This was the formation of a “(Committee 
for the Study of Pelvic Cancer,” and it has been 
formed in cooperation with the County Medical 
Society and with the Department of Health of 
Philadelphia. We do not work with deceased pa- 
tients ; we go to the various hospitals for the study 
of material. At present our work is limited to ward 
patients. Soon we may even employ the committee’s 
activity with private patients. Our scheme is to 
investigate the delay period in diagnosis and treat- 
ment. The program is helped financially by the 
American Cancer Society through its Philadelphia 
Division, and workers go about, study the histories, 
and interrogate the patients in various hospitals 
who are under treatment for pelvic cancer. Then, 
the family or referring doctor concerned is invited 
to come for the monthly conference, when his case 
is to be discussed, to present his side of the story. 
It is not infrequent to hear him say: “Well, I was 
lax in this case; I didn’t know.” Or, “I didn’t do 
what I should have done. I didn’t go as far as I 
could have.” It is all done in a kindly way with a 
most diplomatic chairman, Dr. J. V. Howson. We 
then classify the case as one of patient’s delay, 
physician’s delay, or both. It parallels the work in 
maternal mortality that has been carried on in many 
communities, and it has been helpful and informa- 
tive to all concerned. 


Carcinoma of the Uterus 

Now I wish to speak about cancer in its most 
common situation in the pelvis, as it concerns you 
and me, and that is carcinoma of the uterus. We 
know that carcinoma of the cervix is most fre- 
quent. Usually, it occurs on the portio of the cer- 
vix, but in a group of cases it begins inside the 
cervical canal. The most recent observations, I 
think, tend to suggest that the earliest histologic 
change begins with an alteration of the epithelium 
at that junction, between the squamous epithelium 
and the glandular cervical mucosa. We know that 
cancer of the cervix, including both histologic vari- 
eties, is most commonly seen in women who have 
borne children, or who have had miscarriages or 
infection of the cervix. The fact that it does occur 
in nulliparous women means that trauma is not the 
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only cause. But, not to enter into any controversy 
with respect to cancer causation, we have a definite 
object to work with, when we think in terms of the 
diseased cervix. Here is a field for the employment 
of prophylactic principles. 

To revert once more to the history, we find that 
the age incidence in determining the possibility of 
cancer of the cervix’is very important. I say this 
because our own records, and this has been borne 
out by other large clinics, show an amazing figure 
when you consider that approximately 30 per cent 
of cervical carcinomas occur in women forty years 
of age or younger. I do not like to enlarge upon 
statistics, and certainly not to a general audience ; 
but that is one figure that I mention whenever I can, 
for when you consider that nearly one-third of our 
cervical cancer patients are women in the reproduc- 
tive period, it makes one realize that there is no 
such thing as a “cancer age.” 

Of course, abnormal bleeding is the main symp- 
tom that the patient notices, and she will tell you 
this if she has a chance. There is much less con- 
fidence to be put in the mere statement that a 
vaginal discharge that may be watery, is present 
because we know there are so many causes of 
vaginal discharge. If blood-tinged, yes; but, it is 
principally when an abnormal type of bleeding oc- 
curs, whether it be in the nature of a prolonged 
period, or bleeding in between the periods, that 
only amounts to a spotting, or particularly when 
induced by trauma or exertion, that we must really 
be alert to the possibility of cancer. 

From here on, I should like to show some lantern 
slides, and I am going to begin with some pictures 
of the cervix, the abnormal cervix, which tell us 
what we can do in a prophylactic and curative way. 
The first shows exposure of the vagina and cervix 
with a Graves’ speculum. Good illumination is 
essential either with direct but preferably with te- 
flected light. 

Incidentally, there is an excellent manner in 
which to look at the cervix of the virginal woman, 
or even the young girl with an abnormal discharge, 
and that is by using the well-known Kelly cysto- 
scope, originally popularized by Howard Kelly for 
air-distention examination of the bladder. Pla-ing 
the patient in the knee-chest position, and using the 
Kelly cystoscope will aid materially in accurate 
observation. 

The next picture is semi-diagrammatic, and 
shows why we have increased vaginal discharge in 
a cervix that has been lacerated. You first see the 
nulliparous or undamaged cervix, where the mucosa 
of the canal.is protected; then there is eversion 
and erosion following laceration, as seen in the 
lower picture. It is that exposure of the cervical 
mucosa that gives rise to profuse and increased 


discharge, often containing pus because of low- 
continued on next page 
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grade bacterial infection, more or less always pres- 
ent in the vaginal tract. 

The next picture shows an advanced condition. 
Here are lacerations with everson and erosion. 
Hypertrophy often follows cystic degeneration with 
marked eversion. Here on the far right in contrast 
is seen a normal cervix, in which there is simply 
hypersecretion, with a large amount of mucus 
coming from the canal. 

The next picture shows a cervix that has healed 
well; also other lacerated but healed cervices with 
out eversion, and they are not dangerous in them- 
selves. It is when we have eversion present, with 
the development of an erosion, often papillary and 
with hypertrophy, that we are dealing with a cervix 
which needs treatment, for it is at that area between 
the squamous epithelium and the mucosa of the 
cervical canal that carcinoma originates. 

For the correction of minor eversion with ero- 
sion a small, nasal-type, cautery is excellent. Of 
course, when one is dealing with a large cervix with 
hypertrophy, marked eversion, and cystic degenera- 
tion. it is too much to expect a small nasal cautery 
to be effective. These are the cases for endothermic 
resection or surgical repair — a hospital procedure 
preferably. 

The next picture, originally published by Harvey 
Matthews, shows what one can expect, when a 
cervix is properly cauterized. It takes two months 
and sometimes longer for a cervix to return to a 
normal appearance after such a cauterization. 

Certain precautions must be taken in cauterizing 
the cervix, for unless one has made certain that 
acute gonorrheal infection is not present, pelvic 
inflammatory disease may result. It is well to be 
certain that the uterus is mobile, and that there is 
no suggestion of an adnexal mass when cauteriza- 
tion is contemplated. 

The next picture shows some very satisfactory 
biopsy instruments. Whenever we are dealing with 
endocervicitis in which tissue breaks down easily 
and is friable, we should consider immediate biopsy 
of that area. It may be argued that the biopsy may 
not include an area with carcinoma in it, but when 
one finds a bleeding area — one that is especially 
friable — it is a simple matter to remove such tissue 
with a sharp curette or a sharp pointed pair of 
scissors as pictured. Personally, I am not fond of 
the punch, for I think that there is more trauma 
with that than with actual excision. 

Here is a picture showing that it is a good idea, 
in taking a biopsy, to secure what appears to be 
normal tissue, too; not just a surface scraping, but 
enough tissue-to give the pathologist the best possi- 
ble chance to make an accurate decision, for in this 
respect his responsibility is tremendous. After re- 
moving the tissue, seal the exsised area with the 
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The next picture shows the way in which cervical 
carcinoma spreads to contiguous planes of tissue, 
and explains why one can feel induration in the 
more or less advanced cases with fixation of the 
parts shown. Notice above the involvement of the 
vaginal cervix, its extension to the vagina, and 
laterally into the parametrium and the regional 
lymph nodes. 

In carcinoma of the cervical canal, we have a 
rapid invasion of the broad ligaments, and the same 
picture shows the lateral advancement with sub- 
sequent fixation. Of course, at this time it is not 
particularly clever to make a diagnosis of cervical 
carcinoma; what we aim at is early study and 
prompt diagnosis. 

Here area series of pictures showing early carci- 
nomatous lesions. Of course, we have to think of 
certain other lesions, such as chancre and even 
tuberculosis, and biopsy must often be the court of 
last resort. 

Here in contrast is a proliferative cervical carci- 
noma, of a marked degree. And here, in cross-sec- 
tion. is a small picture of advancing carcinoma of 
the cervix, an autopsy specimen. 

I present only a few microscopic pictures. Here, 
for instance, is one in which the differential diag- 
nosis has to be made from tuberculosis. Now, slides 
showing a well-differentiated type of lesion that 
approaches adult cellular characteristics (low-grade 
malignancy ) ; then a bizarre one, in which we find a 
combination of both low and high grade types of 
malignancy. 

The next picture shows involvement of the cer- 
vical glands and the lesion, having developed at the 
area previously mentioned, now appears to grow 
downward into the glands. This may sometimes be 
merely mistaken for hyperplasia, as shown in the 
next picture. Seen above we have an undoubted 
carcinoma of the cervix, and below it a carcinoma- 
like pattern that stimulates true cancer, but only 
because of the way in which the section of tissue 
has been cut. Some of these lesions might be re- 
garded as “carcinoma in situ,” but this is a contro- 
versial pathologic subject which I shall not attempt 
to discuss in this presentation. Neither shall I refer 
to treatment in detail except to state that irradiation 
is the treatment of choice in the vast majority of 
cases, and that surgery presents a very limited field 
—an exceptionally early lesion coupled with a rad- 
ical and meticulous procedure performed by a 
skilled and experienced operator. 

With respect to carcinoma of the fundus, we 
are dealing with a different story, for in four out of 
five cases it occurs in women who have stopped 
menstruating—a post-menopausal condition. One 
may look at the cervix, palpate the uterus, and find 
nothing abnormal ; yet the bleeding is coming from 
inside the uterus. There is only one way to make 
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sure of the cause of that sort of bleeding, and that 
is by endometrial curettage. This slide represents a 
diagrammatic demonstration of the procedure, 
which must be thorough and cover the entire sur- 
face. The suction curett is inadequate when at- 
tempting to exclude carcinoma ; if I were excluding 
it in my own family, it would be by thorough curet- 
tage as shown. 

The next picture shows grossly the ordinary site 
of development of carcinoma in the upper part of 
the endometrial cavity. Diagnostic curettage can 
often be combined with preliminary therapy. I am 
not stressing therapy in this presentation, but in 
passing I might say that in carcinoma of the fundus, 
the opinion is gaining ground that if cancer of the 
fundus is irradiated before surgery is performed, 
the end results will be better. One can place radium 
in the uterine cavity at the time of curettage, and get 
a satisfactory report from the laboratory in four 
hours by means of a properly prepared section — 
not a frozen-section report. Then, if the lesion is 
benign, the radium may be removed after appro- 
priate dosage; if malignant, a sufficiently large 
dosage would be given and radical surgery per- 
formed six to eight weeks thereafter. Some au- 
thorities favor preliminary irradiation with x-ray 
however, if the curettage shows cancer. 

The next picture showing a fybromyoma with 
fundal carcinoma teaches a lesson. There is a “dan- 
gerous decade,” from forty to fifty years of age, 
when bleeding from inside the uterus may be 
thought to be due to fibroids, because they are easily 
felt, and that is the time when I think that most of 
the failures and mistakes in the early and proper 
diagnosis of cancer of the body of the uterus are 
made. What are these mistakes? A supravaginal 
hysterectomy may be carried out without prelim- 
inary curettage and lo and behold, in the removed 
specimen will be found a cancer of the endometrium 
and fibroids in the wall of the uterus as well. 
The adnexae may have been conserved, too, and an 
inadequate operation has been performed ! We must 
always think of accompanying carcinoma of the 
endometrium when fibromyomata are diagnosed. 
The association of fundal carcinoma and fibroids 
amounts to as much as a 50 per cent incidence in 
some clinics. 

Here is a picture of a uterus removed, following 
pre-operative irradiation. Residual carcinoma, but 
much attenuated, is still present. A striking differ- 
ence in the histologic picture is seen in the next 
series of pictures. They illustrate: first, a high- 
grade malignancy; next, an intermediate grade; 
finally, a low-grade malignancy, which closely sim- 
ulates a marked type of hyperplasia of the endo- 
metrium. 

Look closely at the next picture. This represents 
an early mistake of mine, that of the case of a young 
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girl in her twenties whom we thought was an early 
case of fundal carcinoma because of this picture 
that the curettage presented. On this basis the 
uterus and adnexa were completely removed ; there 
was no evidence of cancer. We would call this ex- 
treme hyperplasia in the light of today’s knowledge. 

You may wonder why I have said nothing thus 
far about diagnostic methods other than biopsy and 
curettage. I have purposely spoken primarily of 
what I think are still the safest and surest ways of 
diagnosing carcinoma of the uterus. There are some 
other objective methods to be employed when we 
suspect carcinoma of the cervix; painting it with 
Lugol’s solution, thé so-called Schiller test, or by 
inspecting it with a high-powered telescopiclens, a 
measure little employed today. In my opinion, and 
in that of a good many others, these methods are of 
value for one purpose only ; namely, to call atten- 
tion to areas that ought to be investigated further 


—by biopsy. 
The Papanicolaou Test 


With respect to the Papanicolaou test, which is 
being used more and more, and which is proving to 
be of increasing value, I have this to say. I believe it 
is going to be one of our best measures to detect 
possible carcinoma, where there is little if any 
visible evidence of it. In other words, it has a 
distinct place as a procedure in the periodic pelvic 
examination of women patients. I have not yet 
arrived at the point where, if a report were given me 
in which I was told that cells very suggestive of 
malignancy were present, that I would proceed with 
‘treatment on that basis, without verifying it by 
biopsy and/or by curettage. In our clinic at Jeffer- 
son, we have an excellent gynecologic endocrinolo- 
gist, Dr. A. L. Rakoff, associated with us, and he 
has done a vast amount of work on the vaginal 
smear technique. Our laboratory of cytology has 
been responsible for reports on all of the smears 
taken in the cancer prevention clinics in Philadel- 
phia. To interpret them properly requires an expert 
knowledge of the morphology of the vagina, the 
cyclic changes that occur therein, and thorough 
and lengthy experience is essential in evaluating 
the abnormal cells that are found in suspicious 
cases. 

The first picture that I am going to show you is 
a normal one from a patient with good ovarian 
function, showing vaginal epithelial cells that are 
well cornified. Secondly, a smear from a meno- 
pausal patient, showing small, basophilic cells, and 
indicating marked estrogen deficiency, as stained 
by Shorr’s method. Here is one in which we see 
normal endometrial cells. Next, a slide showing 
normal cervical cells and leukocytes. 

Thus far, we have shown you typical cells, indi- 


cative of normal cytology at different phases. The 
continued on page 346 
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poeta has said that in the earlier days the 
mortality of intestinal obstruction was about 
70 per cent. Jeff Miller,’® in 1929, reported a mor- 
tality rate of 61 per cent. In 1942 Dennis and 
Brown"? asserted that the average mortality rate in 
the best clinics was about 18-20 per cent. Eliason’* 
in 1947 reported that 17 per cent of all deaths at 
the Philadelphia General Hospital over a 10 year 
period were due to intestinal obstruction. I find 
that during the last four years, the mortality rate 
at the Rhode Island Hospital has been 22 per cent! 

Why do these people die? What are the patho- 
logic effects of obstruction? Effective treatment in 
this, as in any surgical disease, is impossible with- 
out an understanding of the underlying pathology 
and pathologic physiology. 

Death from intestinal obstruction occurs either 
from infection due to perforation and peritonitis, 
or from shock, or from a combination of these two. 

The effects of perforation, and the necessity for 
early operation in cases of strangulated obstruction 
need only be mentioned. There is general agree- 
ment that if the diagnosis of strangulation is sus- 
pected, early operation is imperative if peritonitis 
is to be avoided. It may not be so generally recog- 
nized, however, that the results of so-called SIM- 
PLE obstruction may be just as lethal. It has only 
been in recent years that an understanding of the 
effects of intestinal DISTENTION", **-?* have 
been emphasized. These effects are both mechan- 
ical and metabolic, and are extremely profound. 

Distension of the intestine, which is due to a 

combination of accumulated fluid and swallowed 
air,?’ interferes mechanically with bowel function. 
Not only is there an increase in the process of secre- 
tion, but a marked reduction in the power of ab- 
sorption. When it is remembered that the small 
intestine secrets and reabsorbs about 8000 cubic 
centimeters of fluid in 24 hours, and that a large 
amount of this total may be lost to the circulation 
by vomiting or stasis in distended loops, one of the 
*Presented at Sectional Meeting, American College of 
Surgeons, at Providence, March 28, 1947. 


first calamities of obstruction may be appreciated. 
Distension has also been shown to decrease cir- - 
culation in the capillaries of the bowel wall.'* This 
decrease is proportional to the amount of disten- 
sion, and the heighth of the diastolic and systolic 
blood pressures. When tension within the bowel 
lumen exceeds the diastolic pressure, serious inter- 
ference with circulation occurs, and gangrene is 
inevitable should intraluminary pressures exceed 
the systolic blood pressure. Local anoxia of vary- . 
ing degrees is produced in all cases of obstruction, 
the capillaries become permeable, and variable 
amounts of blood. plasma, or both may be lost into 
the bowel wall, its lumen, and into the peritoneal 
cavity. As much as 45 per cent or more of the total 
circulating plasma may thus be lost, and the patient 
literally bleed to death into his own tissues, all 
without perforation or peritonitis !*,?,4,15,14,74 
It should be noted that this loss of plasma and/or 
blood is not necessarily portrayed in the hematocrit 
readings or in blood plasma percentages since, due 
to dehydration, the plasma percentages may be 
normal although the total circulating blood plasma 
is greatly reduced.’,?,*,14,74 
In addition to the mechanical effects of disten- 
sion, equally profound and complementary disturb- 
ances of a metabolic nature occur. The loss of 
large amounts of fluid already described results in 
rapid dehydration and an equally severe loss of elec- 
Should obstruction occur 
high in the small intestine, there is a profound loss 
of chloride and excess sodium is excreted through 
the kidneys. In obstructions of the lower small 
intestine there is loss of both sodium and chloride, 
but to a lesser degree. Loss of water and electro- 
lytes dominate the picture in high obstructions, — 
distension and its consequences in the low.?,° 
Given dehydration, hypochloremia, diminished 
circulating base, depleted plasma, and_ possibly 
anemia, the stage is set for shock. Azotemia de- 
velopes, cardiac output diminishes, vaso-spastic de- 
fense mechanisms fail, the blood pressure falls, 
generalized capillary permeability and anoxemia 
develope*' and the patient D/JES, all without, in 
many cases, perforation or peritonitis! 
Except in the case of perforation, infection plays 
no essential role in the above train of events and it 
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should be remembered that the central and initiating 
factor has been bowel distension and dysfunction. 

From the above brief review, it seems readily 
apparent that the successful treatment of intestinal 
obstruction implies early recognition and early oper- 
ation, before the complications resulting from in- 
fection and/or distension will have occurred. Sta- 
tistical studies by McKittrick,'*, Eliason’? and 
others amply support this view. 

It seems equally obvious that early surgery in 
cases which have already developed the profound 
disturbances above described would, in most cases, 
be worse than useless.2* To operate on the dis- 
tended shocked patient is to invite the calamity we 
are trying to avoid. The immediate indication in 
such cases is for vigorous medical treatment 
directed toward the relief of distension and the 
resulting deficiencies in fluids, electrolytes and pro- 
tein. These measures may be briefly summarized as 
follows 


1. Decompression of the distended bowel with 
either the Miller-Abbott or Harris tube, and Wan- 
gensteen 22 2¢ 


2. Replacement of fluids and electrolytes as 
rapidly as possible. Coller® recommended one-half 
gram of sodium chloride per kilogram for each 100 
points the blood level of chloride was below nor- 
mal. 


3. Transfusions of blood and plasma, based 
upon estimated losses. 


4. Intravenous injections of such protein foods 
as amigen and parenamine. Large amounts of the 
vitamin B complex and of cevitamic acid should 
likewise be given. It is to be remembered that these 
patients are in a state of starvation.' 


5. Such anti-biotics as sulfathalidine, sulfasux- 
idine, penicillin and streptomycin may be of value, 
especially in cases where perforation is imminent. 
It has been shown experimentally that the lives of 
dogs suffering from strangulating obstruction may 
frequently be prolonged or spared if the anti-biotics 
are used in adequate doses.’,”* 


6. Oxygen therapy may be of value. We do not 
consider the prolonged use of 95 per cent oxygen, 
as recommended by Fine,’® to be necessary. Intu- 
bation for the treatment of distension is much more 
effective. On the other hand, the use of oxygen 
may be valuable as a supportive measure, especially 
if there are any cardiac or pulmonary complications. 
It has been shown experimentally that distension 
produces reflex pulmonary, liver, and renal dis- 
turbances which are mediated through the splanch- 
nic nerves. The effects are prevented by splanchnic 
nerve section and are somewhat diminished by the 
use of 
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Conclusions 

If any general rules may be formulated for the 
treatment of obstruction of the small intestine, I 
would suggest the following :— 

1. Operate early on all early cases, byt especially 
on all early cases if strangulation or so-called 
“closed-loop” obstruction is suspected. The only 
exception to this rule in my opinion should be in 
obstruction which follows recent laparotomy. Such 
cases usually respond to intubation and medical 
treatment. 

2. Operate on late cases only after adequate 
medical treatment has been instituted. It is true 
that some of these late cases may be about to per- 
forate and that perforation may occur during the 
period of medical treatment. This risk must be 
taken in the interest of those late cases of non- 
strangulation “simple” obstruction whose lives 
would be forfeit by surgery before adequate resus- 
citative measures had been carried out. 

3. Suction intubation and surgery are comple- 
mentary methods of decompression, and may be 
applied simultaneously. 

4. Patients must be evaluated as individuals, 
not groups, and the type of treatment, whether 
medical or surgical, based upon an understanding 
of the extent and degree of the pathologic factors 
involved at any given time. 
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ROLE OF GENERAL PRACTITIONER 
IN PELVIC CANCER DIAGNOSIS 
continued from page 343 
next picture is the one which is well recognized by 
workers as showing “tadpole” cells, often seen in 
well-differentiated cervical carcinoma. That has the 
typical pattern familiar to many of you. 

Next we see that in addition to this very typical 
cell, there are those of other morphology, not sig- 
nificant unless the nucleus also is abnormal. In 
other words, the cell shown on this slide, appearing 
as a “tadpole” cell, does not have an abnormal nu- 
cleus. In the less differentiated carcinomas, embry- 
onic cells are found too. In this one, which is from 
an adenocarcinoma of the cervix, the cells are 
smaller and particularly bizarre. 

Next, is one in which a carcinoma of the uterus 
was found and it is very characteristic. 

Here is one from a case of endometrial carci- 
noma, with large clumps of cells present. The in- 
dividual cells in carcinoma of the endometrium 
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show marked variation in the size of the cell and in 
the size of the nucleus. They are less specific in 
diagnosis perhaps than in the case of cervical 
carcinoma, 

I am frank to say that the Papanicolon smear 
technic in the diagnosis of uterine cancer is a study 
in itself. I have the opportunity to look at these 
slides and I think I am learning something about 
them, but I must depend upon an experienced ex- 
aminer, such as Dr. Rakoff, for accurate infor- 
mation. 

We have made a rather voluminous study of this 
problem. We have taken 500 consecutive cases, 
from the gynecological service in the past year and a 
half, in which we have taken only one vaginal smear 
from the posterior fornix and one from the cervix 
and the slide has been identified by number ; then 
the pathologic report of that case has been studied 
and similarly numbered. Those working on the 
cystologit slides do not know what the pathologist’s 
findings are, and vica versa. On the basis of this we 
have investigated and compared to date 418 cases 
without either worker knowing about the other’s 
findings. We have had 59 patients with cancer of 
the uterus. Of those 59, there were 41 correct 
diagnosis, as proven pathologically, or 70 per cent. 
The percentage of error, or false negatives, was 
28 per cent. In other words, 17 cases of cancer were 
not indicated by the Papanicolaou test. Of the 
patients who did not have cancer—359—we had 4 
false positives, a trifle over 1 per cent. 

What can one conclude from this? We purposely 
didn’t repeat any of these smears on the same pa- 
tient, because we wanted to find out what would be 
the advantage of taking a single routine slide in any 
clinic anywhere, and evaluating the diagnosis on 
that basis. By such a procedure, the percentage of 
error approximates 30 per cent of false negatives. 

Pursuing the work further, we now are taking re- 
peated slides from the cervix and from the posterior 
vaginal fornix for comparison. Thus far, strange 
as it may seem, correctness has been evidenced more 
by the smears from the posterior vaginal fornix. 
We also feel that repeated smears should be taken 
in the suspected case from time to time. 


I should like to reiterate what I said. I think that 
this test offers us a great deal in periodic examina- 
tions where we are studying women with no defi- 
nite symptoms or signs of carcinoma of the uterus. 
I think that we have an excellent opportunity to do 
a great deal of prophylactic work in the early detec- 
tion and prompt treatment of cancer. However, I 
am not nearly as confident about the accuracy of the 
test as Dr. Joe Meigs is; I would not be willing to 
advise and plan irradiation or surgical treatment 
except by confirmation through biopsy and/or 
curettage. 


; 
« 
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Huy PROPENSITY to form lymph node metastases 
is a common characteristic of many types of 
malignant neoplasm. The mechanism by which the 
metastases develop is fairly well understood. As 
a cancer grows locally, cancer cells invade the 
intercellular tissue spaces where the lymphatic 
channels take their origin. Single living cells, or 
small groups of cells become detached from the 
main mass of cancer and are carried passively by 
the lymph to the nearest lymph node in the course 
of the lymphatic vessel. Here the cells are caught 
in the mesh of the reticulum and become implanted 
as a cancerous metastasis. The growth of the im- 
plant in the node eventually blocks the lymphatic 
drainage by way of the node. The lymph draining 
from the original focus must then proceed by way 
of collateral channels, with the result that other 
nodes may become involved by a similar mechan- 
ism. More centrally situated nodes may be invaded 
secondarily by groups of cells separating from the 
primary metastasis, again following the lymph 
stream to the next higher node. 

Thus the usual mechanism of metastasis is by 
lymph stream embolus. In late stages, when the 
lymphatic drainage from the primary locus is 
greatly slowed and impaired, and the lymphatic 
channels are greatly dilated, propagating thrombi 
of cancer cells may develop. However, such dis- 
persion by propagating thrombus is not the usual 
method of metastasis formation, and is restricted 
to a few highly malignant tumors, and to the late 
stages of others. 

Certain factors seem to influence the occurrence 
of lymph node metastases, among which the type 
of malignant growth seems to be most important. 
For instance, lymph node metastasis is unknown 
or rare in basal cell carcinoma of the skin, or in 
osteogenic sarcoma; while it is very common in 
malignant melanoma. . 

*Presented at a meeting of the Providence Medical Asso- 
ciation at Providence, April 7, 1947. 


In addition to the type of neoplasm, the grade 
of malignancy, that is the characteristic recognized 
histologically as evidence of rapid and invasive 
growth, is significant in relation to node meta- 
stases. Thus a carcinoma of the lip or high grade 
of malignancy has a great likelihood of forming 
metastases, while the low grade lesions only rarely 
spread to the nodes. | 

The location of a carcinoma in relation to lym- 
phatics is also significant. An explanation of the 
rarity of node metastases from osteogenic sarcoma 
may lie ‘in the relatively poor lymphatic drainage 
of bone, in contrast to the rich lymphatic drainage 
of the tonsillar area, where node metastases are 
very common. Similarly, the location of a tumor 
in an area subject to motion because of underlying 
muscles predisposes to metastasis formation. Thus 
carcinomas of the soft palate, tongue and floor of 
the mouth metastasize freely and early, while those 
of the gingiva and hard palate form metastases less 
freely, and later. 

A corollary consideration should be emphasized ; 
namely that undue or excessive manipulation of a 
cancer may provoke metastasis. 

Study of the incidence of node metastases corre- 
lated with the characteristics of the primary car- 
cinoma demonstrates that they are more likely to 
be associated with lesions of large size and long 
duration. They are also more likely to develop 
when a previous unsuccessful attempt has been 
made to extirpate the primary carcinoma. 

With these factors in mind we can proceed to 


- consider the questions of whether and when to 


carry out dissection of the regional lymph nodes. 

Dissection should be carried out when regional 
node metastases are present, or when there is con- 
siderable likelihood of involvement. The clinical 
recognition of early metastasis is so fallible that 
it is unwarranted to assume freedom from meta- 
stasis simply because no enlarged nodes can be felt. 
Indeed, the clinical interpretation of lymph nodes 
may be in error in 30 per cent of cases. In case of 
indecision.as to whether dissection is necessary or 
not, it may be justifiable to defer operation until 
definite metastases appear, provided that the pa- 
tient may be trusted to report frequently for a 


thorough search for the nodes. In adopting a policy 
continued on next page 
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of watchful waiting the operative risk must be bal- 
anced against the danger to the patient of a dissec- 
tion deferred too long. 

Lymph node dissections constitute an integral 
part of the operations for carcinoma of the breast, 
stomach, colon, rectum, and the Wertheim operation 
for carcinoma of the cervix. These operations in- 
clude the intervening lymphatic vessels along with 
the regional nodes. Similar radical one stage pro- 
cedures may be employed for carcinoma of the 
salivary glands and thyroid, and for certain malig- 
nant melanomas of the skin situated adjacent to 
the regional nodes. Results of radical surgery in 
such cases when nodes are involved are shown in 
Table I. 


Table I. 


CURES IN CARCINOMA WITH 
NODE METASTASES 


One Stage Operations 


Primary Tumor Per Cent 
Breast ; 33 
Stomach 15-20 
Colon 30-45 
Rectum 20-33 
Cervix 20 


In dealing with carcinomas of the skin, mouth, 
and genitalia, dissection should be carried out after 
the primary focus of disease has been eradicated 
and healing has taken place. It was pointed out 
above that in certain cases it may be legitimate to 
defer dissection until metastases are definitely pres- 
ent. In others, especially when characteristics of 
the primary carcinoma argue for the great likeli- 
hood of metastasis, dissection should be performed 
prophylactically, even when metastases are not ob- 
vious. Results in cases with node metastases in 
which these dissections have been performed are 
shown in Table IT. Cases in which there was failure 
to control the primary carcinoma have been 
omitted. ; 


Table II. 
CURES IN CARCINOMA WITH 
NODE METASTASES 


Two Stage Operations 


Primary Tumor Per Cent 
Skin 33 
Melanoma 18 . 
Lip 58 
Tongue 43 
Mouth (Other Parts) 42 
Vulva 
Scrotum 20 


Penis 52 


- RHODE ISLAND MEDICAL JOURNAL 


Recently Nathanson has developed a modifica- 
tion of Taussig’s operation of iliac lymphadenec- 
tomy to dissect the regional lymph nodes follow- 
ing radiation treatment of carcinoma of the cervix. 
While it is premature to attempt to assess the re- 
sults of this procedure in terms of cures, it is 
interesting to note that residual carcinoma is found 
in many of the nodes removed in this dissection ; 
and it is to be hoped that some of these patients 
will be cured as a result of operation. 


SUMMARY: Lymph node metastasis as a 
result of lymphatic embolus, is a common charac- 
teristic of many types of malignant neoplasm. Its 
occurrence is related to the nature and grade of 
malignancy of the primary neoplasm, the location 
in relation to muscles and lymphatics, and the size 
and duration of the primary carcinoma. 


‘Dissection of the regional lymph node drainage 
area, either as part of the primary operation, or as 
a separate operation, may effect a cure in a consid- 
erable number of patients even when metastases 
are present. Prophylactic dissections should be per- 
formed when the primary carcinoma is of a char- 
acter likely to be associated with node metastases. 
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GALLBLADDER PERFORATION* 
— An Unusual Case with Laceration of the Liver and Hemoperitoneum — 
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The Authors. Arthur E. Hardy, M.D., of Warwick, 
R. I.; Assistant Surgeon, Department of Surgery, 
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EMOPERITONEUM from nontraumatic rupture 
of the gallbladder occurs infrequently. Mailer* 
reviewed five cases of massive intraperitoneal hem- 
orrhage from perforated gallbladder, which had 
been reported between 1858 and 1939, and reported 
an additional case of his own. In one of the cases, 
hemorrhage occured from the cystic artery which 
was torn when the gallbladder ruptured at its neck. 
In the others, bleeding was from the torn gallblad- 
der substance or from the vessels in its enveloping 
peritoneum. Two of the six cases which he dis- 
cussed recovered following operation. 

Sanders* reported a case in which “abdominal 
exploration revealed large old blood clots under the 
liver margin about the gallbladder. The latter organ 
was... filled with bloody fluid, and its wall was 
gangrenous. In its fundus was a perforation from 
which the blood had escaped into the peritoneal 
cavity.” Vest® reported a case in which at opera- 
tion an unspecified amount of blood and necrotic 
material was discharged on opening the peritoneal 
cavity ; the cause was not apparent until postmortem 
examination revealed two large perforations of the 
gallbladder. Wyse* observed at autopsy a gall- 
bladder perforation with over 700 c.c. of blood and 
clot within the peritoneal cavity. 

Gross bleeding from the liver itself resulting 
from nontraumatic gallbladder perforation has not 
previously been reported. Perforation of the gall- 
bladder into the liver, however, is not so uncommon. 
Of forty-six cases of gallbladder perforation re- 
ported by Sanders’, nineteen entered the liver, as 
did two of Stout and Hibbard’s® six cases of per- 
foration and one of Cowley and Harkins” series of 
twenty-five. In none of these was hemoperitoneum 
a feature. 

Because of th: rarity of massive intraperitoneal 
hemorrhage resulting from gallbladder perforation 
and because in none of such cases reported has the 
*From the Second Surgical Service, Rhode Island Hospital, 

Providence. The authors thank Emery M. Porter, M.D., 
Surgeon-in-Chief, for permission to publish this report. 


liver substance been the source of the hemoperito- 
neum, the following case treated at this hospital is 
considered to be worth reporting. 


Case Report 

A 52-year old Italian housewife entered the 
Rhode Island Hospital October 4, 1946 at 12:20 
P. M. Two and one-half days before admission she 
was awakened from her night’s sleep by cramp-like 
pain in the right upper quadrant of the abdomen, 
radiating to the right shoulder. The pain persisted 
with increasing severity. Except for one episode of 
vomiting of oral medication prescribed by her phy- 
sician, she retained fluids taken by mouth. She 
denied jaundice, acholic stools, dark urine and 
intolerance of fatty foods. There was no history of 
trauma to the abdomen. 

She had had an attack of pain seven years pre- 
viously, similar to the present episode in nature but 
less severe, which subsided under treatment at 
home. 

Physical examination on admission showed a 
short, obese, middle-aged woman complaining of 
severe pain in the right upper quadrant of the 
abdomen. Rectal temperature was 101.4° F. Pulse 
was 120 per minute and blood pressure 94/60. 
Respirations were 36 per minute and shallow. There 
was no icterus. The heart and lungs were normal. 
There was marked direct tenderness and moderate 
muscular spasm throughout the right hypochon- 


-drium. A fluid wave was not demonstrable. 


Chest x-ray showed no free gas under the dia- 
phragm. There were several dense streaks in the 
lower right lung field which were considered to 
represent small areas of atelectasis. X-ray of the 
abdomen (patient upright) showed diffuse hazi- 
ness throughout the lower abdomen suggestive of 
fluid. No opaque shadows were seen. : 

Hemoglobin was 6.9 grams per cent. Red blood 
cells were 2,860,000 and white blood cells 19,600 
per cubic millimeter with 90% polymorphonuclear 
neutrophils. Urinalysis : Albumen 2+, glucose neg- 
ative ; microscopically there were 8 to 10 white blood 
cells per high power field. Prothrombin activity 
was 55% of normal. 

She was prepared for operation with 1000 c.c. 
5% glucose in distilled water by vein. 4.8 mgm. of 


synthetic vitamin-K and 50,000 Oxford units of 
continued on next page 


clusion of swallowed air by cervical esophagostomy. Sur 
gery 5 :327-329, 1939. 

* Wangensteen, O. H. New operative techniques in the 
management of bowel obstruction. Surg., Gyn. and Obst. 
75 :675 :692, 1942. 

* Wangansteen, O. H. Clinical aspects of the bowel obstruc- 
tion problem. Canadian Med. Jour. 54 :234-242, 1946. 


ROLE OF GENERAL PRACTITIONER 
IN PELVIC CANCER DIAGNOSIS 
continued from page 343 
neat picture is the ove which is well recognized by 
workers as showing “tadpole” cells, often seen in 
well-differentiated cervical carcinoma. That has the 
typical pattern familiar to many of you. 

Next we see that in addition to this very typical 
cell, there are those of other morphology, not sig- 
nificant unless the nucleus also is abnormal. In 
other words, the cell shown on this slide, appearing 
as a “tadpole” cell, does not have an abnormal nu- 
cleus. In the less differentiated carcinomas, embry- 
onic cells are found too, In this one, which is from 
an adenocarcinoma of the cervix, the cells are 
smaller and particularly bizarre. 

Next, is one in which a carcinoma of the uterus 
was found and it is very characteristic. 

Here is one from a case of endometrial carci- 
noma, with large clumps of cells present. The in- 
dividual cells in carcinoma of the endometrium 


WE F 
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false positives, a trifle over 1 per cent. 

What can one conclude from this ? We purposely 
didn’t repeat any of these smears on the same pa- 
tient, because we wanted to find out what would be 
the advantage of taking a single routine slide in any 
clinic anywhere, and evaluating the diagnosis on 
that basis. By such a procedure, the percentage of 
error approximates 30 per cent of false negatives. 

Pursuing the work further, we now are taking re- 
peated slides from the cervix and trom the posterior 
vaginal fornix for comparison. Thus far, strange 
as it may seem, correctness has been evidenced more 
hy the smears from the posterior vaginal fornix. 
We also feel that repeated smears should be taken 
in the suspected case from time to time. 


I should like to reiterate what I said. | think that 
this test offers us a great deal in periodic examina 
tions where we are studying women with no defi- 
nite symptoms or signs of carcinoma of the uterus. 
I think that we have an excellent opportunity to do 
a great deal of prophylactic work in the early «etec- 
tion and prompt treatment of cancer. However, | 
am not nearly as confident about the accuracy of the 
test as Dr. Joe Meigs is; I would not be willing to 
advise and plan irradiation or surgical treatment 
except by confirmation through biopsy and/or 
curettage. 
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CE ewe 
plant in in “the nade ‘tacks the lymphatic 
drainage by way of the node. The lymph draining 
from the original focus must then proceed by way 
of collateral channels, with the result that other 
nodes may become involved by a similar mechan- 
ism. More centrally situated nodes may be invaded 
secondarily by groups of cells separating from the 
primary metastasis, again following the lymph 
stream to the next higher node. 

Thus the usual mechanism of metastasis fs by 
lymph stream embolus. In late stages, when the 
lymphatic drainage from the primary locus is 
greatly slowed and impaired, and the lymphatic 
channels are greatly dilated, propagating thrombi 
of cancer cells may develop. However, such dis- 
persion by propagating thrombus is not the usual 
method of metastasis formation, and is restricted 
toa few highly malignant tumors, and to the late 
stages of others. 

Certain factors seem to influence the occurrence 
of lymph node metastases, among which the type 
of malignant growth seems to be most important. 
For instance, lymph node metastasis is unknown 
or rare in basal cell carcinoma of the skin, or in 
Osteogenic sarcoma; while it is very common in 
malignant melanoma. 

*Presen cd at a meeting of the Providence Medical Asso- 

ciation at Providence, April 7, 1947. 


of the ¢ gingiva and hard palate form metastases less 
freely, and later. 

A corollary consideration should be emphasized ; 
namely that undue or excessive manipulation of a 
cancer may provoke metastasis. 

Study uf the incidence of node metastases corre- 
lated with the characteristics of the primary car- 
cinoma demonstrates that they are more likely to 
be associated with lesions of large size and long 
duration. They are also’ more likely to develop 
when a previous unsuccessful attempt has been 
made to extirpate the primary carcinoma. 

With these factors in mind we can proceed to 
consider the questions of whether and when to 
carry out dissection of the regional lymph nodes. 

Dissection should be carried out when regional 
node metastases are present, or when there is con- 
siderable likelihood of involvement. The clinical 
recognition of early metastasis is so fallible that 
it is unwarranted to assume freedom from meta- 
stasis simply because no enlarged nodes can be felt. 
Indeed, the clinical interpretation of lymph nodes 
may be in error in 30 per cent of cases. In case of 
indecision as to whether dissection is necessary or 
not, it may be justifiable to defer operation until 
definite metastases appear, provided that the pa- 
tient may be trusted to report frequently for a 


thorough search for the nodes. In adopting a policy 
continued on next page 
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of watchful waiting the operative risk must be bal- 
anced against the danger to the patient of a dissec- 
tion deferred too long. 

Lymph node dissections constitute an integral 
part of the operations for carcinoma of the breast, 
stomach, colon, rectum, and the Wertheim operation 
for carcinoma of the cervix. These operations in- 
clude the intervening lymphatic vessels along with 
the regional nodes. Similar radical one stage pro- 
cedures may be employed for carcinoma of the 
salivary glands and thyroid, and for certain malig- 
nant melanomas of the skin situated adjacent to 
the regional nodes. Results of radical surgery in 
such cases when nodes are involved are shown in 
Table I. 


Table I. 
CURES IN CARCINOMA WITH 
NODE METASTASES 
One Stage Operations 


Primary Tumor Per Cent 
Breast 33 


Stomach 15-20 
Colon 30-45 
Rectum 20-33 
Cervix 20 


In dealing with carcinomas of the skin, mouth, 
and genitalia, dissection should be carried out after 
the primary focus of disease has been eradicated 
and healing has taken place. It was pointed out 
above that in certain cases it may be legitimate to 
defer dissection until metastases are definitely pres- 
ent. In others, especially when characteristics of 
the primary carcinoma argue for the great likeli- 
hood of metastasis, dissection should be performed 
prophylactically, even when metastases are not ob- 
vious. Results in cases with node metastases in 
which these dissections have been performed are 
shown in Table II. Cases in which there was failure 
to control the primary carcinoma have been 
omitted. 


Table II. 
CURES IN CARCINOMA WITH 
NODE METASTASES 


Two Stage Operations 


Primary Tumor Per Cent 
Skin 33 
Melanoma 18 
Lip 58 
Tongue 43 
Mouth (Other Parts) 42 
Vulva 35 
Scrotum 20 


Penis 
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Recently Nathanson has developed a modifica- 
tion of Taussig’s operation of iliac lymphadenec- 
tomy to dissect the regional lymph nodes follow- 
ing radiation treatment of carcinoma of the cervix, 
While it is premature to attempt to assess the re- 
sults of this procedure in terms of cures, it is 
interesting to note that residual carcinoma is found 
in many of the nodes removed in this dissection; 
and it is to be hoped that some of these patients 
will be cured as a result of operation. 


SUMMARY: Lymph node metastasis as a 
result of lymphatic embolus, is a common charac- 
teristic of many types of malignant neoplasm. Its 
occurrence is related to the nature and grade of 
malignancy of the primary neoplasm, the location 
in relation to muscles and lymphatics, and the size 
and duration of the primary carcinoma. 


Dissection of the regional lymph node drainage 
area, either as part of the primary operation, or as 
a separate operation, may effect a cure in a consid- 
erable number of patients even when metastases 
are present. Prophylactic dissections should be per- 
formed when the primary carcinoma is of a char- 
acter likely to be associated with node metastases. 
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from nontraumatic rupture 

of the gallbladder occurs infrequently. Mailer* 
reviewed five cases of massive intraperitoneal hem- 
orrhage from perforated gallbladder, which had 
been reported between 1858 and 1939, and reported 
an additional case of his own. In one of the cases, 
hemorrhage occured from the cystic artery which 
was torn when the gallbladder ruptured at its neck. 
In the others, bleeding was from the torn gallblad- 
der substance or from the vessels in its enveloping 
peritoneum. Two of the six cases which he oo 
cussed recovered following operation. 

Sanders? reported a case in which “abdominal 
exploration revealed large old blood clots under the 
liver margin about the gallbladder. The latter organ 
was... filled with bloody fluid, and its wall was 
gangrenous. In its fundus was a perforation from 
which the blood had escaped into the peritoneal 
cavity.” Vest® reported a case in which at opera- 
tion an unspecified amount of blood and necrotic 
material was discharged on opening the peritoneal 
cavity ; the cause was not apparent until postmortem 
examination revealed two large perforations of the 
gallbladder. Wyse* observed at autopsy a gall- 
bladder perforation with over 700 c.c. of blood and 
clot within the peritoneal cavity. 

Gross bleeding from the liver itself resulting 
from nontraumatic gallbladder perforation has not 
previously been reported. Perforation of the gall- 
bladder into the liver, however, is not so uncommon. 
Of forty-six cases of gallbladder perforation re- 
ported by Sanders?, nineteen entered the liver, as 
did two of Stout and Hibbard’s® six cases of per- 
foration and one of Cowley and Harkins” series of 
twenty-five. In none of these was hemoperitoneum 
a feature. 

Because of th: rarity of massive intraperitoneal 
hemorrhage resulting from gallbladder perforation 
and because in none of such cases reported has the 
*From the Second Surgical Service, Rhode Island Hospital, 

Providence. The authors thank Emery M. Porter, M.D., 
Surgeon-in-Chief, for permission to publish this report. 


liver substance been the source of the hemoperito- 
neum, the following case treated at this hospital is 
considered to be worth reporting. 


Case Report 

A 52-year old Italian housewife entered the 
Rhode Island Hospital October 4, 1946 at 12:20 
P. M. Two and one-half days before admission she 
was awakened from her night’s sleep by cramp-like 
pain in the right upper quadrant of the abdomen, 
radiating to the right shoulder. The pain persisted 
with increasing severity. Except for one episode of 
vomiting of oral medication prescribed by her phy- 
sician, she retained fluids taken by mouth. She 
denied jaundice, acholic stools, dark urine and 
intolerance of fatty foods. There was no history of 
trauma to the abdomen. 

She had had an attack of pain seven years pre- 
viously, similar to the present episode in nature but 
less severe, which subsided under treatment at 
home. 

Physical examination on admission showed a 
short, obese, middle-aged woman complaining of 
severe pain in the right upper quadrant of the 
abdomen. Rectal temperature was 101.4° F. Pulse 
was 120 per minute and blood pressure 94/60. 
Respirations were 36 per minute and shallow. There 
was no icterus. The heart and lungs were normal. 
There was marked direct tenderness and moderate 
muscular spasm throughout the right hypochon- 
drium. A fluid wave was not demonstrable. 

Chest x-ray showed no free gas under the dia- 
phragm. There were several dense streaks in the 
lower right lung field which were considered to 
represent small areas of atelectasis. X-ray of the 
abdomen (patient upright) showed diffuse hazi- 
ness throughout the lower abdomen suggestive of 
fluid. No opaque shadows were seen. 

Hemoglobin was 6.9 grams per cent. Red blood 
cells were 2,860,000 and white blood cells 19,600 
per cubic millimeter with 90% polymorphonuclear 
neutrophils. Urinalysis : Albumen 2+, glucose neg- 
ative ; microscopically there were 8 to 10 white blood 
cells per high power field. Prothrombin activity 
was 55% of normal. 

She was prepared for operation with 1000 c.c. 


5% glucose in distilled water by vein. 4.8 mgm. of 


synthetic vitamin-K and 50,000 Oxford units of 
continued on next page 
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sodium penicillin were given intramuscularly. 

Five and one-half hours after admission lapa- 
rotomy was performed under cyclopropane-oxygen 
anesthesia by the endotracheal method, supple- 
mented by “Intocostrin”. A right subcostal inci- 
sion was made. As the peritoneum was opened a 
large amount of free blood, stained with bile, 
welled into the wound. There were many free blood 
clots up to three inches in diameter. The total vol- 
ume of fluid blood and clot amounted to approxi- 
mately 1300 c.c. 

There was a perforation in the distal third of the 
gallbladder extending into the gallbladder bed. In 
the liver, contiguous with the perforation, there 
was a laceration 2.5 cm. in depth, extending through 
the liver margin. The raw surfaces of the lacera- 
tion were bleeding freely. A single oval calculus, 
measuring 2.5 cm. in its greatest diameter, was fixed 
in the ampulla of the gallbladder. This was milked 
free and removed. The gallbladder was removed 
from below upward. The common bile duct was 
normal to palpation. 

Bleeding from the lacerated portion of the liver 
was controlled by warm saline packs followed by 
“Oxycel” gauze. A rubber tissue drain was led out 
through the wound from Morrison’s Pouch. 

The wound was closed with stainless steel wire 
sutures and Michel skin clips. 

Two hundred c.c. of physiologic saline solution 
and five hundred c.c. of citrated whole blood were 
given intravenously during the operation. The pa- 
tient withs‘ood the procedure well. 

Her postoperative course was complicated by a 
mild, lower respiratory infection arising in a tran- 
sient, partial atelectasis of the lower lobe of the 
right lung. She was afebrile by the seventh post- 
operative day and ambulatory at the time of her 
discharge on the thirteenth postoperative day. 

Pathologic diagnosis was chronic cholecystitis, 
cholelithiasis, and acute, ulcerative cholecystitis 
with gangrene. 


Comment 


Neither the pathogenesis of rupture of the gall- 
bladder in acute and chronic disease nor the rela- 
tion of perforation to calculi is the topic of this 
report. Vest? and Cowley and Harkins® have pub- 
lished reveiws of the subject. Mailer’ has stressed 
the importance of circulatory disturbance due to 
stones in causing perforation, even in the absence 
of histologic evidence of acute inflammation. 


In the present case several of the conditions 
which predispose to perforation existed. There 
was a large, impacted ampullary calculus strategi- 
cally located to jeopardize the circulation of the 
gallbladder at its neck and to obstruct the outlet. 
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Histologically there were acute inflammation, u/cer- 
ation, and, in the region of the perforation, gan- 
grene of the gallbladder wall. 

Fortuitous selection of the gallbladder bed as the 
site for forcible rupture produced the laceration in 
the liver observed at operation. 


Summary 


A case has been reported of perforation of the 
gallbladder with hemoperitoneum from a lacerated 
liver, without external trauma. 
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_A NEW TUBERCULOSIS CONTROL TECHNIQUE 


O N April 7th last, a new activity was inaugurated 
at the Rhode Island Hospital, in the dedica- 
tion of a photofluorographic unit. This is to be 
used for chest screening of large numbers of hos- 
pital and out-patient admissions as well as eni- 
ployees. 

Formal dedicatory ceremonies were attended by 
the members of the hospital administration, the 
president and members of the Board of Trustees, 
representatives of the State and City Health de- 
partments, and officials of the Rhode Island Tuber- 
culosis Association. Various members of the nurs- 
ing and medical staffs were also present. Those 
who took part in the simple ceremonies were the 
first to be actually examined by the machine. 

The unit itself is fully automatic and capable of 
taking care of 100 to 150 patients per hour depend- 
ing upon the clerical organization. The films are 
developed in long 100-foot rolls which contain up 
to 350 exposures per roll. The later reading of 
the films is done very rapidly and conveniently by 
means of a new special type of viewing and magni- 
fying device. The examination with the present 
types of screening apparatus is much simpler than 
before and it is not necessary to remove. all the 
clothin. Only the outer clothing is taken off, plus 
any unusual metallic objects in the pockets. 

The «nit is located close to the entrance of the 
Potter 3uilding for Children, at a point where all 


admissions automatically pass. The location is de- 
signed to facilitate examination of all admitted 
cases able to walk. Eventually out-patients and 
ambulant accident cases will also pass through this 
department. It is also planned to have periodic 
examinations of all employees. The nurses will be 
examined every three months, the interns every six 
months, and other members of the medical staff 
and other employees at least annually. Later plans 
will probably include pre-discharge examinations 
of all patients who were too sick on entrance to pass 
through this department. Eventually it is possible 
that hospital visitors will be included in the groups 
to be examined. 

This type of activity in general hospitals is 
somewhat new in our community, but is in step with 
growing practice in the development of the gen- 
eral campaign against pulmonary tuberculosis. 

. The entire tuberculosis-problem has been under 
consistent attack in this country for approximately 
forty years. In the early days, the campaign was 
directed toward eradication of tuberculosis from 
herds of cattle with the eventual production of 
tuberculosis-free milk and tuberculosis-free meat. 
This has been aided by the campaign for more gen- 
eral pasteurization of commercial milk. Later 
efforts were concentrated at the level of case-find- 
ing among contact cases by means of tuberculin 


testing, careful physical examination, and in later 
continued on next page 
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years routine x-ray study. These older methods 
proved to be too cumbersome and too expensive 
for a really wide-spread and comprehensive uni- 
versal campaign against tuberculosis. The dis- 
covery of new types of photofluorographic equip- 
ment furnished a comparatively inexpensive x-ray 
screening method that could be applied easily to 
large units of people. The examinations were first 
applied to groups of school children, later to in- 
dustrial groups, and finally to other organized 
groups such as labor unions. 

The concept of utilizing this important method 
in general hospitals is a matter that has been de- 
veloped comparatively recently. The total number 
of hospital admissions throughout the country an- 
nually, and the number of out-patient admissions 
in these hospitals, total up to many millions of 
individuals. This furnishes a tremendous unor- 
ganized group of people who otherwise would 
never be touched by the numerous public health 
programs directed toward the other organized 
groups. It must be understood, of course, that the 
use of this unit does not constitute a complete x-ray 
examination of the chest. It is merely designed to 
afford a very rapid method of screening out in- 
dividuals with essentially normal chests from those 
showing signs of recent or old tuberculosis. 

In addition, cases showing other gross non- 
tuberculous lung pathology or gross pathology of 
the heart and great blood vessels will also be easily 
and quickly detected. In these investigations, it is 
always the intention that cases showing abnormali- 
ties are to be sent to their physicians for further 
investigation which may include more complete 
x-ray study. 

With regard to general hospitals themselves, a 
very important problem in recent years has been 
the development of tuberculosis among medical 
students, nurses, interns and non-medical person- 
nel. The use of this unit will make it a compara- 
tively simple matter to examine all such personnel 
at frequent enough intervals to detect the very 
early incidence of tuberculous re-infection. 

Hospital admissions showing tuberculosis will 
eventually of course, have to be separated from 
other patients. This is a matter which must be 
gradually worked out in all the general hospitals. 
It is probably true that the more wide-spread ex- 
tension of these units in general hospitals, such 
as the Rhode Island Hospital, will start a chain of 
complications requiring new efforts in the war 
against tuberculosis. At present, our sanatoriums 
treat mostly cases which are moderately or far ad- 
vanced. In the future it will be necessary to de- 
vise institutions or other means of segregation and 
treatment which will take care of the large num- 
bers of very early cases of pulmonary tuberculosis. 
These cases will be in the groups where the chances 
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for rapid and complete cure are very encouraging. 
The Rhode Island Hospital is to be congratu- 
lated upon the institution of this new facility, which 


was acquired largely through the co-operation of 


the Rhode Island Tuberculosis Association. This 
is merely a beginning in a new type of campaign 
against tuberculosis, which will result in greater 
good than ever before, but at the same time, will 
entail more responsibilities and more complications, 


DR. EDMUND D. CHESEBRO 


Any man who was born in the year that the 
Emancipation Proclamation went into effect, Grant 
captured Vicksburg and Meade defeated Lee at the 
Battle of Gettysburg, is entitled to take it easy now, 
but Dr. Edmund D. Chesebro, who started life in 
that year of 1863, celebrated his 84th birthday last 
month and is still making many house calls in the 
forenoon, acting as Chief Medical Examiner of 
the Puritan Life Insurance Company and keeping 
office hours on five afternoons and evenings a week. 

He was born in Stonington, Connecticut, in those 
days a famous seaport and home of many a re- 
nowned deep sea captain. He graduated from 
Brown in 1887, from Columbia Medical School in 
1890, and that summer started practice on Haw- 
thorne Street in this city. There used to be a say- 
ing, “Old Dr. Blank, forty years on the same 
corner and then they moved the corner.” After 
fifty-seven years they haven’t moved the corner 
from Dr. Chesebro. He is still practicing on Haw- 
thorne Street. 

He began service in the out-patient department 
of the Rhode Island Hospital in 1891, transferred 
to surgical, and later back to medical, and begin- 
ning in 1902 was visiting physician on the house 
service for nineteen years. 

In 1909 he was President of the Providence 
Medical Association and in 1916 was President of 
the Rhode Island Medical Society. Many of us 
will remember the delightful party he gave at the 
Rhode Island Country Club to celebrate his com- 
pletion of fifty years in practice. 

If there is anybody specializing in Geriatrics in 
this neighborhood we doubt that he will get E. D. 
Chesebro as a patient. The doctor admits that he 
doesn’t make as many calls as, for instance, in the 
influenza epidemic at the end of World War I when 
he made sixty house calls in a day, but he shows 
no evidence of finding it hard to carry on a busy 
practice. 

Congratulations to our lively young fellow prac- 
titioner. 


THE DANGER OF RECIPROCITY 
In recent years there has been agitation for uni- 
form licensure regulations in the States for those 
seeking to practice the healing art. Many states 
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have for years allowed licensure by reciprocity, 
and have so provided in their statutes. Others have 
granted licensure through endorsement by board 
regulations whereby the applicant is carefully 
checked to insure that his educational and pro- 
fessional training is equal or comparable to that 
required of those licensed by written and oral tests. 


The great danger inherent in the procedure of 
reciprocity has been thrown into sharp relief in our 
neighboring state of Connecticut within the past 
three months. There the statutes provide that a 
person licensed to practice naturopathy in another 
state may be given a license in Connecticut with- 
out taking the healing arts examination. As a re- 
sult, in the past 24 years only four naturopaths of 
the state have obtained certificates of approval by 
taking written examinations of the State Board of 
Naturopathic Examiners, whereas within the past 
three years thirty-six men have been qualified on 
the basis of reciprocity and length of previous 
practice. 


This issue is highlighted further by reason of 
the fact that the so-called practice of naturopathy 
has never been substantiated on any sound basis. 
Two years ago the RHope IsLtanpD MEDICAL 
JourNAL printed an article by the executive secre- 
tary of our Society on naturopathic legislation and 
education. The conclusions as the result of that 
study were that no school confines its teaching to 
naturopathy, and for the most part the institutions 
upon which a report was made were promotional 
enterprises dispensing diplomas to anyone who will 
pay the tuition fee. That report was widely cir- 
culated throughout the country and has been cited 
in assembly hearings in many states where naturo- 
pathic legislation was proposed. 


In January of this year the general assembly of 
Tennessee, where naturopathy has flourished with 
vigor for years, took the most drastic action yet 
by repealing in its entirety the statute allowing the 
practice of naturopathy in that state. At the present 
time investigations and prosecutions are being 
pursued by the State against naturopaths. 


This action by Tennessee is certain to have its 
repercussions. Certainly it must be a cause for 
concern in Connecticut, or any other state where 
reciprocity procedures have opened the door other- 
wise unlatched only for those qualifying by exam- 
inations. Just how dangerous the problem can be 
Was well illustrated in the hearings before a Con- 
necticut legislative committee when the chairman 
of the State Board of Healing Arts cited two appli- 
cants for licenses who had failed Connecticut’s 
healing arts examinations three times, with aver- 
age grales of 27 and 45 per cent, and then secured 
licenses in another state, returning to Connecticut 
to pract'e under reciprocity licensure. 
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2101 CONSTITUTION AVENUE, WASHINGTON 25, D. C. 


Established in 1916 by the National Academy of Sciences under 
its Congressional Charter and organized with the cooperation 
of the National Scientific and Technical Societies of the 
United States 


DIVISION OF MEDICAL SCIENCES 


COMMITTEE ON DRUG ADDICTION 
April 15, 1947 


Dr. Peter Pineo Chase, Editor 
Rhode Island Medical Journal 
106 Francis Street 
Providence, Rhode Island 


Dear Dr. Chase: 

During the past ten years the Drug Addiction 
Committee of The National Research Council has 
sponsored the investigation in the laboratory and 
clinically of a new morphine derivative, Metopon 
hydrochloride (methyldihydromorphinone hydro- 
chloride). This study has demonstrated that Meto- 
pon possesses certain outstanding advantages 
which could make it the drug of choice for the 
treatment of the pain of cancer, especially in the 
home care of terminal cases, and for that purpose 
the Committee has recommended its manufacture 
and limited marketing. The contemplated plan of 
limited and controlled availability of the drug is 
based upon its narcotic character, its somewhat 
limited supply on account of manufacturing diffi- 
culties, and its advantageous applicablity only to 
the type of case indicated. The manufacturers, 
Mallinckrodt Chemical Works, Merck & Co., Inc., 
and New York Quinine & Chemical Works, Inc., 
who are the firms licensed to manufacture mor- 
phine, and the distributing pharmaceutical houses, 
Sharp and Dohme, Inc., and Parke, Davis & Co., 
have agreed not to advertise the compound, but to 
leave its introduction to the profession entirely in 
the hands of the Drug Addiction Committee. We 
believe the best method of introduction to be the 
publication of a clear statement of the drug’s prop- 
erties as nearly simultaneously as possible in the 
national and state medical society journals and to 
this end the Committee ask your cooperation. 

Will you publish the accompanying statement 
on Metopon hydrochloride in the Ruope IsLanp 
MeEpIcAL JouRNAL at the earliest date possible? 
If you feel that it is justified, editorial comment on 
the Committee’s program will be appreciated. If 
you have any questions or suggestions we will be 
very glad to entertain them, and you may be sure 
that we, who have nothing to gain except the knowl- 
edge of more satisfactory relief of the distress of 
terminal cancer, will be very glad of your help. 


Sincerely, 


NaTHAN B. Eppy, M.D. 
See Page 385 for Report 
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PRESIDENT’S MESSAGE 


To THE OFFICERS AND FELLOWS OF THE 


RHODE IsLAND MEDICAL SOCIETY 


A NEW YEAR is facing us, and new officers are preparing to guide the Society through 
what, I am sure we can all agree, will be a most important year. If we continue to 
make wise and constructive plans for the health of the people of this State, we must do 
so with a strongly united front and a thorough awareness of what is best for the health 
of all our people. We can only do this if the public is thoroughly educated into the impor- 
tance of health measures and how they can best be carried out. 


The medical profession has already played an active and important part in the move- 
ment to lessen air and water pollution. This has been a notable contribution of the past 
year, and our efforts can not be lessened in bringing about a still further improvement in 
the year ahead. We must be mindful of the need of working for sound and progressive 
legislation in health matters. We must study carefully, not only the needs of the individual, 
but also the needs of hospitals and clinics, in carrying on and working toward the highest 
fulfillment of health conditions. This means both the prevention of illness and the treat- 
ment of disease. 


A number of new out-patient clinics have been established in our State, and more, 
undoubtedly, will be in the future, as personnel and financing becomes available. 


A number of our hospitals are planning extension of their facilities and strengthening 
of their teaching programs. Kent County is planning a Kent County Memorial Hospital, 
and the Society must help in every way toward the fulfillment of this much-needed local 
facility. A new County Society has been formed in Bristol County, and we wish for them 
steady and strong growth, and a close integration with the parent society. 


The Veterans Administration has started to build their hospital, and has established 
large and active out-patient clinics. Many of our members are serving in various capacities 
to forward the health work of the Veterans Administration. 


My wise and able predecessor has endeavored valiantly to bring into being a voluntary 
surgical benefit plan. This has not yet been accomplished, but there are many of us who 
are optimistic enough to believe that a wise, sound and far-reaching plan can soon be 
effected, and we must not let temporary difficulties stand in the ian of voluntary pre-paid 
surgical care for those desiring it. 


All the problems ahead should serve as a challenge and a stimulus to pushing forward 
our health frontiers and consolidating the worthwhile efforts of the past. 


During the War years many of us staggered under a tremendous load of work for the 
individual sick. Now with the return of many of our members from service, the load is 
more evenly distributed, and many of us can give a little more time to preventive, educa- 
tional and organizational development in our State. The proposed Health Federation is 
an example of future organization in which the Rhode Island Medical Society should play 
an important part, but in which the help of many lay and professional people will be 
needed if it is to be a real Federation. 


ArTHUR H. RuGc es, M.p., President 
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CLINICOPATHOLOGICAL CONFERENCE 


RHODE ISLAND HOSPITAL 


NAME: A.M. 

AGE: 49 

Date of first Admission: December 10, 1945 
Date of Discharge: January 3, 1946 

This 49-year-old man was admitted to the Rhode 
Island Hospital for the first time in December 1945 
with a history of increasing weakness and short- 
ness of breath for about two to three months. He 
continued at his work as a grocery clerk until six 
days before admission, when he developed more 
severe dyspnea, cough and episodes of hemoptysis. 
He was seen by his physician who felt he was in 
heart failure. The patient was digitalized and im- 
proved some until the night before admission when 
he had a severe attack of dyspnea, cyanosis, cough 
and some hemoptysis. 

PAST HISTORY: 

Patient is said to have weighed 400 pounds in 
1935 and on admission weighed in the neighbor- 
hood of 250 to 275 pounds. Ten years before entry 
he was told he had high blood pressure and he had 
been dieting ever since. 


FAMILY HISTORY: 

Not significant. 

PHYSICAL EXAMINATION: 

Temperature 102.2(r) ; Pulse 98; Respirations 
28; Blood pressure 180/150?;. Blood pressure 
(nurses notes) 180/50. The patient was tremend- 
ously obese, markedly dyspneic and very cyanotic. 
Head and neck were normal. The lungs revealed 
dullness to percussion and diminished breath sounds 
over the lower half of the right chest and coarse 
rales at the left base. The heart action was regular. 
Size could not be made out. A systolic murmur 
was heard over the entire precordium. The abdo- 
men was obese and a satisfactory examination was 
not possible. No fluid wave or liver enlargement 
made out. 

LABORATORY FINDINGS ON ADMIS- 
SION: December 11, 1945 

Blood Chemistry: Urea nitrogen 40; Creatinine 
2.5; Glucose 94 milligrams 9. 

Hematology: Hemoglobin 15.5 grams; White 
blood cells 7,500 ; Differential not remarkable. 

Urinalysis: Specific gravity 1.012; Protein 2+ ; 
Sugar 0; Red blood cells—many ; White blood cells 
—many ; Casts 0. 


Serology: Hinton Negative. 

Sputum: Two concentrated specimens negative 
for tubercle bacilli. 

X-ray Chest: There was increased density in the 
left hilum, prominent vascular markings in both 
lungs and considerable free pleural effusion on the 
right. Heart size indeterminate. 

Electrocardiogram: Sinus rhythm: Action, reg- 
ular. Rate 92. Normal conduction time, TI and II 
small and diphasic with downward slant of ST 
segment. TIII inverted. Chest leads showed up- 
right T waves in all positions. 


COURSE: 

Following admission the patient ran a low-grade 
fever and a pulse rate varying from 72 to 104 for 
about one week. Respirations 18 to 40 for about 
eighteen days during which time he received nasal 
oxygen continually because of continued cyanosis. 

On the night of admission, the right chest cavity 
was tapped and 600 cc. amber-colored fluid were 
removed. Specific gravity 1.018. The sediment 
contained 60 réd blood cells; 10 endothelial cells 
and 40 white blood cells with polys 13% ; lympho- 
cytes 85% ; endothelial 2%. Culture was sterile. 
A portable chest plate on December 11, 1945 
showed an increase in pleural effusion on the right, 
a dense hilar shadow on the left and slight devia- 
tion of the trachea to the right. 

A second chest tap on December 13, 1945 yielded 
950 ce. of straw-colored fluid with a specific gravity 
of 1.020. No pus or organisms were seen in the 
smear and the differential showed: Lymphocytes 
97% ; endothelial cells 3%. 

He was treated in the usual manner for decom- 
pensation. Hemoptysis did not continue. [ight 
days after admission the blood urea nitrogen was 
24 milligrams % and mercupurin was given with 

“only moderate success”. Repeated urines showed 
a specific gravity varying - between 1.010 and 1.013; 
protein 1+ to 2+; red blood cells 3-10; white 
blood cells 5-10; casts none. A P.S.P. test showed 
25% excretion in 20 minutes and a total of 65% 
excretion in 50 minutes. 

A progress note dated December 26, 1945 in- 
dicated that the patient was much improved. No 
ankle edema or dyspnea was noted and there was 


only a small amount ad fluid at the right base. A 
continued on page 362 
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CLINICOPATHOLOGICAL CONFERENCE 
continued from page 360 
chest plate taken on the following day showed some 
clearing of the right upper lung field, a decrease in 
the pleural effusion and diminution in the size of 
the left hilar shadow. 

A third chest tap was done on January 1, 1946 
and 180 cc. of pink fluid aspirated. The smear and 
differential were essentially the same as on previous 
taps. The patient was discharged improved on his 
25th hospital day, (January 3, 1946) when a repeat 
electrocardiogram showed minor changes, now with 
upright T waves in Leads I and II. 


SECOND ADMISSION 
JANUARY 30, 1946 


This patient was admitted a second time 27 days 
after discharge complaining of increasing dyspnea 
of several days’ duration. 


Following discharge he remained a semi-invalid 


at home. About five days before admission he had 
an attack of acute tonsillitis for which he was given 
sulfadiazine for a period of three days. A severe 
episode of dyspnea followed this for which he was 
admitted to the hospital. 


PHYSICAL EXAMINATION: 


Temperature 101; Pulse 80; Respirations 25; 
Blood pressure 140/100. The patient was ortho- 
pneic. The veins of the reck were engorged. No 
cervical masses. The chest showed equal expansion. 
The lungs contained fine moist rales at both bases 
without definite signs of pleural fluid though the 
breath sounds were distant. The heart action was 
regular. No murmurs were heard. Satisfactory 
examination was difficult due to the size of the 
patient. The abdomen was markedly obese. No 
masses felt. The extremities showed no edema or 
clubbing. 


LABORATORY FINDINGS: 

Blood Chemistry: January 31, 1946: Urea nitro- 
gen 15; Glucose 86. 
February 8, 1946: Urea nitro- 
gen 26; Creatinine 2.3. 
February 12, 1946: Urea ni- 
trogen 28; Creatinine 1.7; 
Cholesterol 186; Protein 5.7. 
February 14, 1946: Acid 
phosphatase; Alkaline phos- 
phatase normal. 

January 31, 1946: Hemoglo- 
bin; White blood count and 
differential normal. 

February 8, 1946: White 
blood count 12,800 ; Differen- 


tial normal. 


Hematology: 
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Urinalysis: Specific gravity 1.008 to 1.011; Pro- 
tein 1+ to 2+ ; Red blood cells 20 to loaded ; White 
blood cells 10 to loaded ; Casts none. Fishberg con- 
centration test 1.012. 

X-ray Chest: January 30, 1946 

Lower half of right lung field obscured by 
dense shadow, increasing in density toward the 
base. Similar findings at extreme base of left lung. 
Enlargement of left hilum shadow now extending 
to the middle of the left lung field. Supracardiac 
shadow widened bilaterally. Trachea in midline. 

Subsequent chest films showed clearing in both 
lung fields, due in part to variation in technic. No 
definite pleural effusion. Shadow in center of the 
left lung field showed some increase in size. 
Electrocardiogram: January 31, 1946 

Same as January 3, 1946. 

February 7, 1946: Still unchanged. Occasional 
auricular and ventricular eotopic beats. 


INTRAVENOUS PYELOGRAM: 
10, 1916 

A large stone was found in the left kidney and 
multiple stones in the right. Question of multiple 
cavities in the right kidney. 
Urine Culture: February 13, 1946: Hemolytic 
streptococcus; staphylococcus aureus, coagulase 
negative. 
Urine Sediment: 30 Red blood cells and rare white 
blood cells per high power field. 


COURSE: 

The patient ran a low-grade fever, a varying 
pulse rate from 80 to 110 and an elevated respira- 
tory rate (18-60). He seemed to improve with 
oxygen and digitalis therapy until the 14th hospital 
day when he was found lying on the floor very 


February 


dyspneic, cyanotic and perspiring profusely. Both, 


lungs were filled with bubbling rales. Blood pres- 
sure 140/70; pulse 130. Cyanosis persisted in spite 
of oxygen. Venous pressure in left arm was 550 
millimeters saline. Rotating tourniquets were tried 
without success and patient expired about 12 hours 
after being found on the floor. 


CLINICOPATHOLOGICAL 
CONFERENCE 
February 4, 1947 


DR. CLARK: Our case today is discussed by 
Dr. Frank Cutts. 


DR. FRANK CUTTS: I have read this over 
several times and I must say I have no positive 
diagnosis that I can make. 

In summary, we may say that this patient is 
an obese male, complaining of dyspnea, cough, 
cyanosis and hemoptysis. There was some fever, 


and there was a question of hypertension, and signs 
continued on page 364 
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of fluid at the right base. There was minimal nitro- 
gen retention. There was a normal white count, 
and many red and white cells in the urine. The 
chest taps showed clear fluid, with a relatively high 
specific gravity and the cells were chiefly lympho- 
cytes. He was re-admitted, again for dyspnea. The 
urine was still loaded with red cells. There were 
peculiar lung shadows. Also, as the x-rays will 
demonstrate, he apparently had bilateral renal cal- 
culi. There was the terminal episode of dyspnea 
and cyanosis. 

I think we may now look at the x-ray films. These 
are arranged in chronological order. 


DR. MARTINEAU: The first film was taken 
the 10th of December, on the first admission, and 
showed uniform density in the lower part of the 
right chest, obscuring the underlying lungs, which 
we felt was a considerable effusion. It wasn’t men- 
tioned at this time, although I think you can see 
here a diffuse widening of the shadow here at the 
left of the aorta. There is a mediastinal mass here. 
The whole lung has an opacity throughout that may 
well go with a pulmonary congestive change. 

I think the striking thing here is the widening of 
the mediastinal shadow, and this mass here, which 
would lead you to believe, that there was a neo- 
- plasm, and with pleural involvement present. 


DR. CUTTS: Then, more films were taken three 
weeks later. 


DR. MARTINEAU: We felt that most of these 
changes were due to changes in technique. He was 
a very heavy fellow, and it was difficult to get con- 
trast on our films. We felt we couldn’t be sure of 
the cardiac size because the heart was obscured at 
all times by the uniform density in the right lung. 

This one (showing film) was taken on the second 
admission, January 30, 1946, and I think there is a 
definite increase in the density in the right lung. 
There is no change anywhere else. 


DR. CUTTS: Do you want to rule out tuber- 
culosis from that appearance ? 


DR. MARTINEAU : I think it could, yes. But, 
I don’t think you can rule out infection, or a lot of 
other conditions. It is not unusual to get infection 
associated with bronchial stenosis, regardless of the 
cause. You may have some accompanying second- 
ary infection of the lung. 

I am inclined to believe there is atelectasis and 
secondary infection. 

An intravenous pyelogram showed a large cal- 
culus on the left, forming a cast of the dilated 
calices and pelvis, with calculi also on the right. 

Here is a lateral view of the chest, taken at the 
same time, and I think this demonstrates very well 
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the mediastinal involvement; here is the mass dis- 
placing the trachea way forward just below the 
sternum. Then, the lower lobe shows fairly good 
aeration except for some patchy infiltration. 


DR. CUTTS: Would you speculate about the 
heart size in the lateral view? 


DR. MARTINEAU: I think we can see it here. 
I would believe it was within normal limits, for his 
height and weight. There is no encroachment here 
upon the retro-cardiac space. I am inclined to be- 
lieve the heart isn’t enlarged. 


DR. CUTTS: First, we must try to decide what 
organs and systems are involved, and then see if 
we can piece it together, and try to fit it in with 
one diagnosis, and if we cannot do that, to indicate 
what multiple diagnoses we should try to consider. 

First of all, in view of the initial symptoms, I 
raise the question of heart disease. In favor of 
that, we have a history of hypertension, a story of 
dyspnea, which is quite consistent, and cough. 
There were also signs of pulmonary edema and 
fluid. And, there was a questionable murmur heard 
on one occasion. Against it, there was no clear evi- 
dence of high blood pressure, as recorded during 
the stay in the hospital, and no convincing evidence 
of valvular disease, no story of pain. He had no 
edema recorded in his record, and I think this would 
be expected with this degree of dyspnea and cardiac 
failure. Moreover, my impression, and Dr. Marti- 
neau’s impression, also, was that it was a normal 
sized heart, which again is evidence against the 
diagnosis of heart disease. Finally, there was not a 
remarkable electrocardiogram. In my experience, 
it is extremely rare to have a patient dying of heart 
disease, with a normal electrocardiogram, if we ex- 
clude those who die suddenly with angina. There- 
fore, I doubt the presence of heart disease. If he 
has it, I don’t know what kind it is. 

Next, pulmonary disease. There was dyspnea 
and hemoptysis, cyanosis, and fluid in the chest, in 
which many lymphocytes are present. There were 
engorged neck veins, suggesting mediastinal in- 
volvement. In the x-rays, as we have seen, he has 
these peculiar lobular shadows, and he seems to 
have improved somewhat while here. I wonder 
what the significance of that is. Does it mean that 
he had better respiratory function as a result of 
chest taps and removing of his fluid? We note in 
passing two negative sputums for tuberculosis. 

As far as the kidneys are concerned, next, I want 
to consider in favor of kidney disease the low spe- 
cific gravity, the persistent albumen, the persistent 
red and white cells in the urine, and the clear-cut 
evidence of large, renal calculi. He has kidney 
stones. I can bet on that with a reasonable degree of 


assurance. There was no B.U.N. elevation, s0 
continued on page 368 
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CLINICOPATHOLOGICAL CONFERENCE 
continued from page 364 

we have no justification for saying that he died in 
uremia. He must have had some reasonably ade- 
quate functional renal tissue remaining. 

_ Now, to try to speculate as to what is causing 
these things; as regards the lungs, we have to 
decide between infection or neoplasm. We note 
that there is no elevation of his white count. The 
fluid in the chest contained mostly lymphocytes. 
He had a hemoptysia, which again is consistent with 
parenchymal tuberculosis. 

Regarding neoplasm, that could be primary or 
secondary, although, hemoptysis is more common 
with primary maligancy. However, it has been 
known to occur with metastases from the kidney 
which encroach on and erode bronchi. 

In favor of neoplasm we have x-ray evidence 
which suggests some increase in the size of the 
mediastinal mass. 

One thing that might be mentioned is the possi- 
bility of pulmonary emboli, which could cause at- 
tacks of dyspnea and mediastinal engorgement. I 
have no way to rule it in or out. 

As far as the kidneys are concerned, we have 
proven infection with streptococci. The stones are 
a perfectly adequate cause for the white and red 
cells in the urine. With kidney stones, we might 
think of hyperparathyroidism, but I believe the 
diagnosis unlikely. I believe this degree and type 
of renal calcification in hyperparathyroidism does 
not occur. 

Well, now, to sum up and try to arrive at a guess. 
If we try to include all that he shows in one diag- 
nosis, I can only think of one that fits it reasonably 
well, and that is tuberculosis. He could have tuber- 
culosis of the kidneys over a long period of time. 
We know it can result in calcification and stone 
formation. Dr. Williams has shown us cases of 
renal tuberculosis ending up with a tuberculosis 
meningitis, miliary tuberculosis, or secondary pul- 
monary tuberculosis. So I think he could have had 
tuberculosis of the kidney, with mediastinal and 
pulmonary tuberculosis, and obstruction to his veins 
from his upper extremities. 

That is the only single diagnosis that I can think 
of that explains all we see in this patient. 

The next possibility is renal stones, and primary 
carcinoma of the bronchus, with wide metastases, 
which again could account for the mediastional en- 
gorgement. 

Pulmonary emboli are possible. 
~ There are other remote things, like actinomycosis, 
but the evidence is much too tenuous seriously to 
consider them. 

We are told, at times, that in people under fifty, 
we should try to settle for one diagnosis, and with 
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those who are over fifty, it is more common to have 
two. He is forty-nine, so take your choice. 

Iam not able to make a positive diagnosis ; how- 
ever, I will say that I think the most likely diagnosis 
is renal tuberculosis, with secondary pulmonary and 
probably miliary tuberculosis. 

As a second bet, I would put down neoplasm in 
the chest, probably carcinoma of the bronchus, with 
wide-spread metastases ; and third, neoplasm some- 
where else in the body, with multiple metastases of 
the chest — both the latter with co-existing renal 
calculi. 


DR. CLARK: We should have some questions 
on this case. 


DR. BURGESS: I would like to mention this, 
and Dr. Wing and Dr. Cook are here and they 
would remember the instance. In the Naval Hospi- 
tal, during the last war, we were studying a patient 
extensively, with x-rays almost exactly like this 
case with a little larger heart shadow. The patient 
had mediastinal tuberculosis, with encroachment 
on one lung, and it was very similar to this. 

I feel the doctor summarized this case very well. 


DR. PERRY: I would like to ask if the renal 
X-rays are what you see in tuberculosis ? 


DR. MARTINEAU: No; I think the calcifica- 
tion is more apt to be in the parenchyma of the 
kidney. Usually, there is a stricture of the calix, due 
to scarring and fibrosis, and a deformity there. 

_ I think it is a case of renal calculi, with calcifi- 
cation. 


DR. KRAMER: I might suggest another possi- 
bility. Hypernephroma, with metastases into the 
lungs ; that is a possibility. 


DR. CORVERSE: I think this might be a 
so-called masked bronchiogenic carcinoma, with 
early obstruction of the bronchus. A second thought 
would be those other things due to secondary 
infection, and there is a possibility of hyperne- 
phroma ; at least I believe that you can consider it. 


DR. HAM: I think the absence of high fever 
in the man and his eventual recovery after the first 
admission are a pretty much against it being an 
active miliary tuberculosis. It is pretty hard to 
explain, on the basis of miliary tuberculosis. I 
think the tumor may be on the basis of tuberculoma. 
I would suspect more likely a mediastinal neoplasm, 
of a non-infectious nature, the type of which I 
wouldn’t want to say. 


DR. CHASE: With a mediastinal tumor. the 
first thing to think of, of course, is a lymphoma. I 
don’t know about the process going out in the 


lungs. I would like to ask Dr. Martineau about that. 
continued on page 370 
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DR. MARTINEAU : I think if the mass is large 
enough, and they have enough bronchial glands, 
and give enough compression, all right ; I think the 
density in the right lung is merging out from the 
hilum and so ill-defined that the lateral margin is 
due more to atelectasis. The density in the right 
lower lobe looks more inflammatory and not un- 
usual. I don't think you can rule out a malignant 
lymphoma at all. 


DR. CLARK: Are there any further sugges- 
tions? 

DR. SHARP: I don’t believe the terminal event 
fits in with the other clinical findings. Something 
new has been added, when he died. Something of 
the nature of a breaking through of the blood into 
the pericardial sac, giving an increase in venous 
pressure and a distention of the neck veins and a 
profound change in the patient. I don’t know if 
there is any connection between the madiastinal 
shadow and what was found terminally, which 1 
think is in the pericardium. 


DR. CLARK: Are there any further sugges- 
tions ? 

DR. FULTON: Dr. Clark, would it be of in- 
terest to report what the service thought of this 
man? 


DR. CLARK: Yes, of course. 


DR. FULTON: At the time of admission, the 
diagnosis was cardiac decompensation, due to hy- 
pertensive cardiovascular disease, and a question of 
coronary. He was largely treated for the cardiac 
condition during the first admission. His discharge 
diagnosis when he first went home was: Hyperten- 
sive cardiovascular disease and cardiac insuffi- 
ciency. That same diagnosis held at the time of 
readmission, and, as more evidence came along 
from the x-rays and the patient's course of illness 
the second time, there were these diagnoses sug- 
gested: 

Question of hypertensive cardiovascular disease, 
with left ventricular failure, with one question 
mark before it and three after it. 

The second one was, question of mediastinal 
tumor, with secondary cardiac ; question of bilateral 
nephro-lithiasis. 


DR. CLARK: On the first admission, they were 
largely concerned with the heart, and later on, they 
apparently thought more about the neoplasm. This 
has proved to be something of a pathological 
museum. 

I don’t know how to start, but perhaps in the 
same order Dr. Cutts did, with the heart first. I 
don’t know that we can correlate with the clinical 
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findings. But, the heart is somewhat enlarged; it 
weighed 600 grams. And, even for a man of his 
size, it is large. When we examined it, the left 
ventricular wall was definitely thickened, and the 
cavity was not dilated. So I think he has ventricular 
hypertrophy, which we can accept as he has a 
history of ten years of high blood pressure. The 
right heart is particularly enlarged, and the right 
ventricular wall is surely three times the thickness 
of the normal ventricular wall. 

Now, we come to the chest. There were 660 c.c. 
of fluid in the right chest, and 50 c.c. on the left. 
We have the lungs here. If we look at them first 
from behind, we see that here, at the hilus and the 
mediastinum, there are some large lymph nodes 
that have been cut across and appear definitely to 
be neophlasm. Then, if we open up the trachea and 
bronchi and follow them, we find that on the right . 
side, those main branches become narrowed, and 
apparently they cannot be followed very far. If we 
then turn the specimen over, and cut the lung in two 
parts, we can see where the main branches of the 
right bronchi go; this represents the upper and this 
is the lower, while the middle is not to be seen at this 
location [referring to specimen]. All about them, 
but apparently originating about the middle lobe, 
is this hard, white tumormass, which has extended 
directly into the upper lobe and into the lower lobe. 
It appears that it originated in the middle bronchus. 
Here is a remnant of the middle bronchus that can 
be seen way out here. The probe could not be in- 
serted in this direction, so the bronchus is occluded. 
So that while the tumor involves really all three 
lobes, the lower one not so much, it appears to be 
originating in the middle bronchus, and extending 
to the mediastinal structures and the adjacent lung. 
There are, in the left upper lobe, several large 
nodules of tumor tissue, and those are probably 
what showed in the x-ray film. Then, there are 
scattered, smaller nodules to be seen in the lower 
lobe. 

Now, we will put this back together and again 
we see posteriorly the arch of the aorta coming in 
here [indicating] and here is the vena cava 
laid open, and projecting out into it is this mass, 
which looks something like a thrombus, because it 
has a red hemorrhagic surface. If we open it up 
again, we see the tumor tissue has extended through 
the wall here and into it, greatly reducing its lumen. 


Now, in addition to that, in the left lung, there 
was found a single tumor in the tissue, only 1% c.m. 
in diameter, and there was in the left adrenal glanda 
tumor mass 4 c.m. in diameter. In the small intes- 
tine, about the middle of the jejunum, a little nodule 
was seen on the mucosa. 


Now, I want to come back to those more distant 


ones in a moment or so. 
continued on page 372 
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continued from page 370 

We come now to the examination of the kidneys. 
First, we look at the right kidney. It is very, very 
small, and if we open it up and look down into the 
pelvis, here is a calculus which is inserted into the 
uretero-pelvic junction and occludes it. The kidney 
tissue is markedly reduced, and the pelvis dilated. 
The surface of the kidney shows scars of various 
sizes, but there is so little normal tissue left that it 
is pretty much one big scar. So that we have a 
markedly reduced kidney, and I think undoubtedly 
on the basis of infection, pyelonephritis, and pye- 
lonephrosclerosis. 

Then, if we look at the other kidney, we find that 
it is quite large [showing specimen] and apparently 
has hypertrophy, which no doubt has been going on 
for a long time. The lower pole is markedly en- 
larged, and the orifice is there [indicating], while 
in the upper part of the pelvis are these great, hard 
stones, which showed in the x-ray film. But. this is 
limited to the upper part of this kidney, and it 
seems evident that with this hypertrophy remain- 
ing, he was able to carry on reasonably well, so the 
patient did not have renal failure, but he does have 
bilateral renal calculi, and pyelonephritis in one 
kidney [indicating]. 
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I want next to show you some histology. First, I 
show you the histology of the lung tumor. It is 
customary to divide primary carcinoma of the lung, 
on a histological basis, into three groups. One, 
which is called an epidermoid, resembles an epider- 
moid carcinoma elsewhere. The second, which is 
glandular in structure, is called adenocarcinoma. 
Then a third, in which the, cells are very small, and 
undifferentiated sometimes called round cell car- 
cinomas, or, because not infrequently they have a 
sort of elongated shape, the British are'quite fond 
of calling them oat cell carcinoma of thesApi ’ 

The histology of the tumor is quit toa 
Each of these masses occupies an alveghis. Regard- 
less of where you look at the tumer,ithe cells are 
all the same. Out here in the adjacent tissue, there 
is atelectasis, and chronic infectio#, About the 
adjacent vessels, the lymphatics até Plugged with 
extensions of the tumor. With a higher magnifica- 
tion, you can get a better idea of the-eells. 

Here is a section of the liver, withthe metastatic , 
nodules in it. Again, the histology is identical, so 
far as the tumor is concerned, and you can see thé 
adjacent liver tissue. A 

Now, we come to the adrenal gland, ‘and here in 


the cortex of the adrenal gland is a tiny nodule that 
continuedyon page 382 
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DISTRICT SOCIETY MEETING 


DISTRICT SOCIETY MEETINGS 


PAWTUCKET MEDICAL ASSOCIATION 

The annual meeting of the Pawtucket Medical 
Association was held March 20, 1947, in the Castle 
Room of the Sheraton-Biltmore Hotel in Provi- 
dence. 

A cocktail hour and banquet preceded the busi- 
ness meeting during which time Miss Loretta 
Beech, accordionist and vocalist, entertained. 

Dr. William N. Kalcounos called the business 
meeting to order. Dr. Edward Foster made a mo- 
tion that the reading of the records of the pre- 
vious meeting be dispensed with and this motion 
was speedily passed. Dr. Charles L. Farrell moved 
that the reading of the records of the previous 
annual meeting be omitted. This motion was 
passed. Dr. Harry Hecker moved that the Secre- 
tary omit reading the list of all Active, Associate, 
and Honorary Members. This motion was passed. 
The reports of the Secretary and the Treasurer 
were read and approved. 

Dr. William N. Kalcounos, President, gave a 
brief address mentioning that many accomplish- 
ments had been achieved but that many were to 
be faced. 

Dr. Kalcounos then asked the Secretary to read 
the names of the Association Officers for the com- 
ing year as selected by the Nominating Committee. 
They were as follows: 

President: Earl J. Mara, M.D. 

Vice President :*John H. Gordon, M.D. 

Treasurer: Lawrence A. Senseman, M.D. 

Secretary: Kieran W. Hennessey, M.D. 

Councillor: Earl F. Kelly, M.D. 

Alternate Councillor: Edward H. Trainor, M.D. 

Delegates: 

Earl J. Mara, M.D. 
Charles L. Farrell, M.D. 
Henry J. Hanley, M.D. 
Robert T. Henry, M.D. 


Standing Committee: 

G. Raymond Fox, M.D. 
Joseph H. Doll, M.D. 
Edward H. Trainor, M.D. 
Armand A. Bertini, M.D. 
William N. Kalcounos, M.D. 

As no counter nominations were offered, Dr. 
Albert Gaudet moved that the Secretary be em- 
powered to cast one ballot for the slate as presented. 
The motion was passed. 


Thereupon, the newly elected President, Dr. 
Earl J. Mara made a brief speech of acceptance and 
turned the meeting over to Dr. Gaudet who pre- 
sided as Master of Ceremonies. Dr. Gaudet men- 
tioned the regrets expressed by Dr. Pitts, Presi- 
dent of the Rhode Island Medical Society, and Dr. 
Guy Wells, President of the Providence Medical 
Association, and Mr. John E. Farrell, Executive 
Secretary of the Rhode Island Medical Society, 
all of whom were unable to attend the annual meet- 
ing because of previous commitments. 

Two members of the Central Council of Alco- 
holics Anonymous were introduced by Dr. Gaudet 
and the aims and nature of that organization were 
unfolded in graphic detail. Following the dis- 
course, both speakers answered questions from 
the floor and distributed pamphlets to those in- 
terested. 

The meeting adjourned at 11 :00 p. m. 


Fifty-nine members attended the meeting. 
Respectfully submitted, 


KierAN W. HENNESSEY, M_D., 
Secretary 


KENT COUNTY MEDICAL SOCIETY 


A meeting of the Kent County Medical Society 
was held on March 4, 1947, at Dr. Erinakes’ office. 
At 9:00 p. m. a film was shown on the use of Pento- 
thal Sodium for general anesthesia. It was pre- 
sented by Mr. James Searle from the Abbott Labo- 
ratories, and a vote of thanks was offered to Mr. 
Searle and Mr. Farrell of Abbott’s. 

At 10:00 p. m. the meeting was called to order. 
There were fifteen members present. Dr. Erinakes 
read the minutes of the last meeting. A motion was 
made by Dr. Tefft, seconded by Dr. Hardy, that 
the minutes be accepted as read, and the motion 
was carried. 

The President, Dr. Erinakes, then read a letter 
from the Red Cross, soliciting a contribution for 
their current drive. A motion was made by Dr. 
Hardy that an answer be sent to the Red Cross, 
explaining that the Society has no funds for such 
contributions and that the donations are made in- 
dividually by each member. The motion was sec- 
onded by Dr. Davies and it was unanimously 


carried. 
continued on next page 
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KENT COUNTY MEETING 
continued from preceding page 

Dr. Mack then read a paper on “Headaches” and 
stressed the importance of dietetics in its preven- 
tion and treatment. 

The meeting was adjourned at 10:25 p. m., fol- 
lowed by a luncheon donated by the President. A 
vote of thanks was made to him by Dr. Tefft, in 
the name of all the members present. 


Respectfully submitted, 
JoserH K. Harrop, M.D., 
Secretary 


The April meeting of the Kent County Medical 
Society was held at the office of its President, 
Dr. Peter C. Erinakes, and was called to order at 
9:45 p. m., April 1, 1947. 

Prior to the meeting proper, a very interesting 
film on Gastric and Duodenal Ulcer was shown by 
representatives of the Wyeth Pharmaceutical Com- 
pany. 

Because of the late hour, further Society busi- 
ness was deferred and the guest speaker, Mr. John 
E. Farrell, Executive Secretary of the State Med- 
ical Society, was immediately received. 

Mr. Farrell spoke very ably and from apparent 
wide background study on the problem of Social- 
ized or State Medicine. Pertinent highlights, lay, 
professional and economic, were fully developed 
and later became topics of a well participated round 
table discussion. 

This interesting meeting was adjourned at 11 :00 
p- m. 

FRANCIS LAMB, M.D., 
Secretary, Pro tem 


NEWPORT COUNTY MEDICAL SOCIETY 


In lieu of the regular bi-monthly meeting of the 
Newport County Medical Society the members 
attended, at the invitation of William H. H. Tur- 
ville, Capt. (MC) U.S.N., Commanding Officer of 
the Newport Naval Hospital, a special staff meet- 
ing of that hospital on Tuesday evening, March 235, 
1947, at 8:30 p. m. 

The program consisted of a presentation of three 
papers by members of the Naval Hospital staff : 

1. “Biliary Fistulae with Case Report” 

presented by Capt. R. E. Baker (MC) U.S.N. 
2. “Survival Following Castration for Prostatic 
Carcinoma”’ 
presented by Lt. (j.g.) T. H. Frazier (MC) 
U.S.N.R. 

3. “Diverticulae” 
presented by Comdr. J. J. Timmes (MC) 
U.S.N. 
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Following the presentation of the papers, « dis- 
cussion was held and those present then adjourned 
to the Bachelor Officers Quarters where a collation 
was served. 

Respectfully submitted, 
Henry W. BROWNELL, M.D., 
Secretary 


PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, April 7, 1947. The meeting was called to 
order by President Guy W. Wells at 8:30 p. m. 

The Secretary read the minutes of the previous 
meeting. 

The President announced that from the commit- 
tee of Doctors Arthur H. Ruggles, Paul C. Cook, 
and George W. Waterman had been received the 
tribute to the late Dr. Bertram H. Buxton; and 
from the committee of Doctors Mihran Missirlian 
and Mihran A. Chapian had been received the trib- 
ute to the late Dr. Hampartzum Gulesserian. These 
tributes have been placed on file by the Secretary, 
and copies will be transmitted to the families of 
the deceased. 

The President asked the members present at 
the meeting to stand for a moment in prayer to 
the memory of the deceased members of the Asso- 
ciation. 

The President announced that he had appointed 

as a committee on health and safety to cooperate 
with the committees of the city in its Clean-Up 
Providence Program Dr. Anthony Corvese, Chair- 
man, Dr. Paul C. Cook, Dr. Peter F. Harrington, 
and Dr. Joseph Smith. 
_ The President announced that in view of the 
fact that the Bristol County Medical Association 
has been chartered as a constituent society of the 
State Medical Society, thus removing it from the 
jurisdiction of the Providence Medical Association, 
it would be necessary for him to appoint a Dele- 
gate to fill the vacancy created by this action. There- 
fore, he announced that he was naming Dr. Walter 
S. Jones of Providence to fill the unexpired term 
of Dr. Robert Drew of Warren as a Delegate 
named by the Providence Medical Association to 
the House of Delegates of the Rhode Island Med- 
ical Society. 

Dr. Guy W. Wells, President, announced that 
he was appointing Dr. C. Thomas Angelone and 
Dr. Angelo Scorpio to serve as a committee to pre- 
pare the Association’s tribute to the late Dr. Salva- 
tore Castallo. 

The first speaker of the evening, Dr. Ira T. 
Nathanson, who spoke on “Hormonal Alteration of 


Carcinoma of the Breast,” stated that the relation- 
: continued on page 378 
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World of new hope in petit mal 


One important fact stands out in the rapidly expanding clinical 
record of Tridione: Thousands of children formerly handicapped 
in school and play by petit mal, myoclonic or akinetic seizures 
are finding substantial relief through treatment with Tridione. 
In one test, Tridione was given to 150 patients who had not 
received material benefit from other drugs.!! With Tridione, 

33% became seizure free; 30% had a reduction of more 

than three-fourths of their seizures; 21% were moderately 
improved; 13% were unchanged, and only 3% became 

worse. In some cases, the seizures, once stopped, did not 

return when medication was discontinued. Tridione also 

has been shown to be beneficial in the control of certain 
psychomotor epileptic seizures when used in conjunction 

with other antiepileptic drugs.!2 Wish more information? Just 
drop a line to ABBoTT Lasoratories, North Chicago, Illinois. 
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PROVIDENCE MEDICAL ASSOCIATION 
concluded from page 376 

ship of the ovaries to breast disease was early rec- 
ognized. Before radium was used it was observed 
that removal of the ovaries exerted a favorable 
influence on carcinoma of the breast. Castration is 
used in premenstrual women. It is not beneficial 
after the menopause. Irradiation castration is not 
as good as surgical. Also, castration exerts its best 
effect on soft tissue disease. Castration should be 
used on advanced or recurrent disease. 

Male hormone used in female had no gross effect 
on the primary lesion. In some the male hormone 
seemed accelerate bony metastases, but it did re- 
lieve pain ; however, he treated many patients with 
advanced disease of breast with massive doses of 
stilbestrol and the lesions diminished and were 
ameliorated. Some of those advanced cases re- 
mained quiescent for twelve to eighteen months. 

Testosterones good for bony metastases causes 
calcification. Testosterone works by increasing the 
metabolic effect and has no immediate effect on the 
tumor. 

The second guest speaker was Dr. Grantley 
Walder Taylor, who spoke on “Lymphatic Spread 
of Carcinoma and Its Management.” 
~ Small emboli of cancer cells break off and are 
carried via the lymphatics to the regional lymph- 
nodes. There they are enmeshed in lymph tissue 
and start a growth there. 
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In time, as the lymphatic channels are plugged 
with cancer cells, collateral lymphatics become in- 
volved. 

In addition we get metastatic cells from the 
lymph nodes to other areas. 

At times, particularly in the later stages, a solid 
thrombus of cancer may extend from the primary 
site along the lymphatic. The usual mechanism, 
however, is by emboli to nearest node. 

The greater the malignancy the greater the pro- 
pensity to spread to lymph nodes. Massage and 
muscular activity hasten the spread. Too frequent 
examination may aid this spread. 

In treatment, all the disease must be removed as 
well as all involved nodes. In the case of skin, ex- 
tremities, mouth and lip, surgical attack on the 
nodes is done later, since the first operation is 
formidable. 

A large number of patients are cured when an 
attack is made at the same time or a later date on 
nodes, and the presence of node metastases should 
not discourage one from getting a cure. 

The meeting adjourned at 10:30 p. m. 

Attendance: 104. 

Collation was served. 


Respectfully submitted, 
DANIEL V. TROPPOLI, M.D., 
Secretary 


4 Edgewood Medical Secretaries are skilled in 

, laboratory technique, medical stenography and 
| accounting. Interested professional men should 
phone or write the Placement Office. 
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HOSPITAL ASSOCIATION OF RHODE ISLAND 


REPORT ON RECENT ACTIVITIES 
(Prepared by Helen M. Blaisdell, R.N., Superintendent, Westerly Hospital) 


: 


NEW ENGLAND HOSPITAL ASSEMBLY 


The New England Hospital Assembly, com- 
prised of hospital administrators of all the New 
England states, held the 24th annual meeting in 
Boston, March 24th, 25th and 26th, 1947, in the 
Hotel Statler. The attendance numbered 3000, 
which also included assistant administrators, heads 
of hospital departments and guests. 

The exhibits of hospital suppliers were the best 
ever. It is encouraging to again see hospital equip- 
ment available but deliveries are still slow. 

The program was enthusiastically received. This 
was particularly gratifying to the Program Com- 
mittee, on which Rhode Island hospitals were rep- 
resented. The following members who served were 
Dr. Arthur Ruggles, Superintendent of Butler 
Hospital; Mr. Carl Lindblad, Superintendent of 
Roger Williams Hospital; Miss Helen M. Blais- 
dell, R.N., Superintendent of The Westerly Hos- 
pital. 

Other representatives of Rhode Island hospitals 
who took part in the section or general meetings 
were: 

Rhode Island Hospital 

Mr. Oliver Pratt, Superintendent ; Dr. Henry 
Joyce, Assistant Superintendent; Mr. Walter 
Comee, Personnel Director; Mr. John Lat- 
cham, Assistant Director 

Butler Hospital 

Dr. David Wright, Assistant Superintendent ; 
Mr. Arthur Almon, Jr., Personnel Director ; 
Mr. J. W. Tingley, Maintenance Engineer 

Charles Chapin Hospital 

Dr. Robert Garrard, Director Neuro-psychia- 
tric Department 

Wanskuck Company, Providence 

Mr. Carl EF. Gill, Director Industrial relations 

At a luncheon for the Hospital Association of 
Rhode Island, there were 47 in attendance ; superin- 
tendents, and assistants, heads of various depart- 
ments, including many nurses, and the director of 
the Rhode Island Blue Cross. For many of the 
nurses it was their first hospital convention and 
they expressed having derived much benefit from 
the meetings and exhibits. 


One of the most interesting meetings, and ex- 
tremely well attended, was conducted by Mr. Carl 
Lindblad, subject: “Nursing Service”, with the 
subtitle “Where, Oh Where, Has The Little Nurse 
Gone?” Animated discussion followed the pre- 
pared papers regarding the merits of a five year 
course for all nurses in training, the elimination of 
the three year course, and the adoption of a short 
course for practical nurses. The licensure of prac- 
tical nurses was considered advisable as a protec- 
tion to the public. No definite decisions were arrived 
at but those in attendance were supplied with ample 
food for thought. The subject of nursing service 
is of such vital importance it will necessarily appear 
on every future program of every meeting of hos- 
pital administrators and possibly of medical organi- 
zations. Frank discussion of our common problems 
are bound to prove beneficial even though the sub- 
ject matter, at first presentation, sounds revolu- 
tionary. 


NEW ENGLAND INSTITUTE FOR 
HOSPITAL ADMINISTRATORS 

The third New England Institute will be held at 
Brown University, June 19th to 28th, 1947. Dr. 
Wriston, President of Brown University, is hono- 
rary chairman of the Institute committee and Mr. 
Oliver T. Pratt, Executive Director of the Rhode 
Island Hospital, and president of the Hospital 
Association of Rhode Island, is director of the In- 
stitute, which is to be conducted by the American 
College of Hospital Administrators in affiliation 
with the New England Hospital Assembly and the 
hospital associations of the six New England states. 

The membership will include administrators and 
assistant administrators of hospitals in New Eng- 
land, although a limited number of individuals out- 
side of New England may be admitted. Registration 
will be limited to 100. All the students will live on 
the campus at Brown University. The Institute 
will provide opportunity for hospital administrators 
to review the fundamentals of hospital administra- 
tion and obtain instruction in advanced and special 
phases of hospital administration. An excellent 
curriculum is being prepared and field trips to 
various hospitals for practical demonstrations are 


being arranged. 
continued on page 382 
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DRUGS 
REXALL FOR RELIABILITY 


From man’s earliest ages, the serpent is found 
in religious, medical and art symbolism. It en- 
joys many and varied connotations, some good, 
some evil. This particular serpent, with its tail 

‘in its mouth, symbolizes Eternity—time without 
beginning and without end. 

The modern symbol of superior pharmacal 
service is the familiar Rexall sign. More than 
10,000 independent, reliable drug stores 
throughout the country display this symbol. It 
means that prescriptions filled there will be 
compounded with the highest pharmacal skill, 
from pure, potent drugs. All Rexall drugs are 
laboratory-tested under the Rexall control 
system. 


REXALL DRUG COMPANY 
LOS ANGELES, CALIFORNIA 
PHARMACEUTICAL CHEMISTS FOR MORE THAN 44 YEARS 
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HOSPITAL ASSOCIATION NOTES 
concluded from page 380 

A meeting was held on April 9, 1947 at Roger 
Williams Hospital. The purpose of the meeting 
was to dissolve the Hospital Association of Rhode 
Island and reorganize as a corporation. Legal ad- 
vice as to proper procedure for incorporation was 
rendered by Mr. George Davis, attorney. The 
organization will hereafter be known as the Hos- 
pital Association of Rhode Island, Inc. The reason 
for incorporation was the fact that it will be of 
value to the association in presenting bills to the 
State Legislature. 

At this meeting, the matter of Workmen’s Com- 
pensation rates were discussed, The bill for the 
change in such rates was recently passed by the 
Legislature and has been signed by the Governor. 
The new rates will be the current private ward rate 
in each hospital, not to exceed $8.00 per day. 

The members of the Hospital Association were 
the guests of Mr. Carl Lindblad, Superintendent of 
the hospital, at an excellent dinner. 

The next meeting of the Hospital Association 
will be held June 4th, as the guests of The Westerly 
Hospital, Westerly, R. I. 


The Westerly Hospital has now been a member 
of the Institute of Pathology for ten months and 
the results have been very satisfactory. Dr. Clark, 
the Pathologist from the Rhode Island Hospital, 
attends all of the staff meetings at the Westerly 
Hospital and his chemists and pathologists super- 
vise the laboratory and technicians. The hospital 
purchased a microtome for the use of the patholo- 
gists and excellent service has been supplied by the 
pathologists in making frozen sections. Tissue ex- 
aminations are made at the Rhode Island Hospi- 
tal. More autopsies have been performed since 
connection with the Institute. Continued associa- 
tion with the Institute will bring even greater bene- 
fits to the hospital. 

The hospital Roentgenologist, Dr. Field, also 
attends all staff meetings at the hospital, which has 
proved very beneficial to the medical staff. 

New equipment received at the hospital recently 
is as follows: 3 infant incubators with oxygen ther- 
apy equipment and humidifiers, one Basal Meta- 
bolism apparatus. These were donations. The 
money has also been donated for a new Electro- 
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cardiograph and for a very generous supply o/ nose 
and throat instruments. Selection of these is now 
in the hands of the instrument committee. 


CLINICOPATHOLOGICAL CONFERENCE 
concluded from page 372 
has the identical histology of the lung tumor. This 
is a microscopic tumor. It occupies much less than 
a single, low-powered field. 

I told you there was a tumor 4 c.m. in diameter, 
in the adrenal gland. You see it here. You see the 
large cells with abundant cytoplasm and vesicular 
nuclei. This is the typical histology of a well-known 
tumor that has various names paraganglioma, 
chromaffin tumor, or pheochromocytoma. It is quite 
distinct from the lung tumor. 

So that he has two distinct neoplasms. 


Here is the section of gut and here is the mucosa 
[indicating on slides]. In the underlying tissues 
there are large endothelial lined spaces. They con- 
tain albuminous precipitate. This is lymphangioma 
of the intestine. 

The man had three distinct neoplasms. 

1. Bronchiogenic carcinoma 
2. Pheochromocytoma of adrenal gland 
3. Lymphangioma of intestine 


So the man had multiple lesions. It seems to me 
his renal lesion explains the long-standing history 
of high blood pressure. These adrenal tumors do 
sometimes elaborate adrenalin, associated with hy- 
pertension, but not always. Usually, when so asso- 
ciated, paroxysms occur. Dr. Sharp suggested a 
terminal episode. Whether or not you can asso- 
ciate that with the adrenal tumor, I am not certain. 
It is a possibility. ‘ 

The renal lesion, I think, would be sufficient to 
account for the long standing high blood pressure. 
His more recent history and findings are largely 
to be explained by the carcinoma of the lung, with 
extensions to various structures, the vena cava be- 
ing the most unusual. 


DR. FULTON: Was this tumor in the right 
lung, with metastases in the left, or was it direct 
extension? 


DR. CLARK: Metastases to the left ; direct ex- 
tension of the mediastinum. 


WHEN SévescLive Stee 
IS DUE TO COSMETICS 


Symptoms are often allayed when offending al- 
lergens are removed. Prescribe AR-EX Cosmetics 
—free from known irritants, 


AR-EX COSMETICS, INC. 


FREE FORMULARY 


NCOSMETICS 


1036 W. VAN BUREN ST. CHICAGO 7, ILL. 
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REPORT ON METOPON HYDROCHLORIDE 


REPORT ON METOPON HYDROCHLORIDE 


(Statement by Committee on Drug Addiction, Division of Medical Sciences, 
National Research Council) 


METOPON HYDROCHLORIDE 
(Methyldibydromorphinone hydrochloride) 


I 1929 with the funds provided by the Rocke- 
feller Foundation the National Research Coun- 
cil, through its Committee on Drug Addiction, 
undertook a coordinated program to study drug 
addiction and search for a non-addicting analgesic 
comparable to morphine. The principal participat- 
ing organizations were the Universities of Virginia 
and Michigan, the United States Public Health 
Service, the Treasury Department’s Bureau of 
Narcotics, and the Helath Department of the State 
of Massachusetts, which brought together chem- 
ical, pharmacological and clinical facilities for the 
purpose of the study. Metopon is one of the many 
compounds made and studied in this coordinated 
effort. 

Chemically Metopon is a morphine derivative ; 
pharmacologically it is qualitatively like morphine 
even to the properties of tolerance and addiction lia- 
bility. Chemically Metopon differs from morphine 
in three particulars,—one double bond of the 
phenanthrene nucleus has been reduced by hydro- 
genation; the alcoholic hydroxyl has been re- 
placed by oxygen; and a new substituent, a methyl 
group has been attached to the phenanthrene 
nucleus. Studies made thus far indicate that phar- 
macologically Metopon differs from morphine 
quantitatively in all of its important actions,—its 
analgesic effectiveness is at least double and its 
duration of action is about equal to that of mor- 
phine ; it is nearly devoid of emetic action ; toler- 
ance to it appears to develop more slowly and to 
disappear more quickly and physical dependence 
builds up more slowly than with morphine ; thera- 
peutic analgesic doses produce little or no respira- 
tory depression and much less mental dullness than 
does morphine ; and it is relatively highly effective 
by oral administration. 

In addition to animal experiments these differ- 
ences have been established by extensive employ- 
ment of the drug in two types of patients,—in- 
dividuals addicted to morphine, and others (ter- 
minal malignancies) needing prolonged pain relief 
but without previous opiate experience. In mor- 
phine addicts, Metopon appears only partially to 
prevent the impending signs of physical and psy- 


chical dependence. In terminal malignancy, ad- 
ministered orally, it gives adequate pain relief, with 
very little mental dulling, without nausea or vomit- 
ting and with slow development of tolerance and 
dependence. 

The high analgesic effectiveness of oral doses 
(with the elimination of the disadvantage to the 
patient of hypodermic injection), the absence of 
nausea and vomiting even in patients who vomit 
with morphine or other derivatives, the absence 
of mental dullness and the slow development of 
tolerance and dependence place Metopon in a class 
by itself for the treatment of the chronic suffering 
of malignancies, and it is for that purpose exclu- 
sively that it is being manufactured and marketed. 

Metopon will be available only in capsule form 
for oral administration. The capsules will be put 
up in bottles of 100 and each capsule will contain 
3.0 mgm. of Metopon hydrochloride. They can 
be obtained by physicians only from Sharp & 
Dohme or Parke, Davis & Co., on a regular official 
Narcotic Order Form, which must be accompanied 
by a signed statement supplying information as 
to the number of patients to be treated and the diag- 
nosis on each. The drug will be distributed for 
no other purpose than oral administration for 
chronic pain relief in cancer cases. 

The dose of Metopon hydrochloride is 6.0 to 9.0 
mgm. (2 or 3 capsules), to be repeated only on #e- 
currence of pain, avoiding regular by-the-clock 
administration. As with morphine, it is most de- 
sirable to keep the dose at the lowest level com- 
patible with adequate pain relief. Therefore, ad- 
ministration should be started with two capsules 
per dose, increasing to three only if the analgesic 
effect is insufficient. 

Tolerance to any narcotic drug develops more 
rapidly with excessive dosage and under regular 
by-the-clock administration. Also, as a rule, the 
pain of cancer varies widely in intensity from time 
to time. Pain, therefore, should be the only guide 
to time of administration and dosage level. Toler- 
ance to Metopon hydrochloride develops slowly. 
It can be delayed or interrupted entirely by with- 
holding the drug occasionally for 12 hours or for 
as much of that period as the incidence of pain 
will permit. 

continued on next page 
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The Health Advantages of 


HOMOGENIZED MILK 


uphold the confidence of your 


patients in your advice. 


A. B. Munroe Dairy 


When diets call for the wholesome 
nourishment and uniform cream 
content of homogenized milk sug- 
gest A. B. Munroe Dairy. Strictly 
sanitary production and close lab- 
oratory control result in a product 


that backs up your good judgment. 


Two Types 


*A. B. Munroe Dairy Regular 
Homogenized Milk 


*Grade A Homogenized Milk 


A. B. Munroe Dairy 


Est. 1881 


102 Summit Street 


East Providence, R. I. 


Tel: East Providence 2091 


RHODE ISLAND MEDICAL JOURNAL 


REPORT ON METOPON HYDROCHLORIDE 
continued from preceding page 

To each physician will be sent a record card for 
each patient to whom Metopon hydrochloride is 
to be administered. He will be requested to fill out 
these cards and return them in the addressed re- 
turn envelope. He must furnish this record of his 
patient and his use of Metopon hydrochloride if 
he wishes to repeat his order of the drug. The 
principal object of this detailed report is to check 
the satisfactoriness of Metopon hydrochloride ad- 
ministration in general practice. The physician’s 
cooperation in making it as complete as possible is 
earnestly solicited. 


The limited use of Metopon hydrochloride as 
described above has been recommended by the 
Drug Addiction Committee of the National Re- 
search Council and the Committee with the co- 
operation of the American Cancer Society, will 
supervise the distribution of the drug. The Com- 
mittee is composed of Wm. Charles White, Chair- 
man, Washington, D. C.; H. J. Anslinger, Com- 
missioner of Narcotics, United States Treasury 
Department, Washington, D. C.; Lyndon F. Small, 
National Institute of Health, Washington, D. C.; 
and Nathan B. Eddy, National Institute of Health, 
Washington, D. C. Queries and comments on 
Metopon may be directed to Dr. Eddy, who will 
answer them for the Committee. 


REFERENCES 


* Small, L., Fitch, H. M., and Smith, W. E. The addition © 
of organomagnesium halides to pseudocodeine types. II. 
Preparation of nuclear alkylated morphine derivatives. 
J. Am. Chem. Soc., 58, 1457, 1936. 

* Small, L., Turnbull, S. G., and Fitch, H. M. The addition 
of organomagnesium halides to pseudocodeine types. IV. 
Nuclear-substituted morphine derivatives. J. Org. Chem., 
3, 204, 1938. 

— and Fitch, H. M. U.S. Patent 2,178, 010, Oct. 

“Eddy, N. B. The search for more effective morphine-like 
alkaloids. Am. J. Med. Sc., 197, 464, 1939. 

* Himmelsbach, C. K. Studies of certain addiction charac- 
teristics of (a) dihydromorphine (“Paramorphan”), (b) 
dihydrodesoxymorphine-D (‘“Desomorphine’), (c) di- 
hydrodesoxycodeine-D (‘“Desocodeine”), and (d) methyl- 
dihydromorphinone (“Metopon”). J. Pharmacol. & 
Exper. Therap., 67, 239, 1939. ’ 

* Lee, L. E. Medication in the control of pain in terminal 
cancer, with reference to the study of newer synthetic 
analgesics. J. Am. Med. Assn., 116, 216, 1941. 

* Lee, L. E. Studies of morphine, codeine and their deriva- 
tives. XVI. Clinical studies of morphine, methyldihydro- 
morphinone (Metopon) and dihydrodesoxymorphine-D 

og ame J. Pharmacol. & Exper. Therap., 75, 


LIBRARY OPEN NIGHTS 
Attention of members is again directed to 
the fact that the Medical Library is open 
three evenings each week until the end of 
June. The evening hours are from 7 to 10 
p.m. on Tuesday, Wednesday, and Thursday. 
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to convert 
the diabetic 
into 
more normal 
person 


“The ideal in therapy. ..isto convert the diabetic 
into a normal person.”! While certain restric- 
tions must always be ——— many patients 
can be controlled through diet alone so as to 
dislocate their normal habits as little as pos- 
sible. In those cases where insulin therapy is 
also required, control may often be attained 
with but one daily injection of ‘Wellcome’ 
Globin Insulin with Zinc. Its intermediate action 
is adaptable to the needs of most mild and 
many moderately severe cases and adequate 
control can saale be achieved in three clear- 
cut steps: 

l. Stabilize the patient as well as possible on a 


diet of the desired caloric content. Give a sin- 
gle dose of 15 or 20 units of “Wellcome’ Globin 
Insulin 80 minutes or more before breakfast. 


2. Adjustment to 24-hour control: Gradually 
adjust the Globin Insulin dosage to provide 
24-hour control as evidenced by a fasting blood 
sugar level of less than 150 mgm. or sugar-free 
urine in the fasting sample. 

3. Adjustment of diet: Simultaneously adjust 
the carbohydrate distribution of the diet to 
balance insulin activity. Initially this may be 
2/10 (breakfast), 4/10 Cheeck , and 4/10 


a BURROUGHS WELLCOME & CO. (U.S.A.) INC. 9 & II EAST 41ST STREET, NEW YORK 17, N.Y. 


(supper). Any tendency toward mid-afternoon 
hypoglycemia may usually be offset by givin 
10 to 20 grams of carbohydrate between 3 an 
4 p.m. The final adjustment of carbohydrate dis- 
tribution may be based on fractional urinalyses. 


Systematic attention to these details will make 
possible adequate control of most mild and 
many moderately severe cases of diabetes with 
a single daily injection of ‘Wellcome’ Globin 
Insulin with Zine. 
‘Wellcome’ Globin Insulin with Zinc is a clear solu- 
tion, comparable to regular insulin in its freedom 
from allergenic pee Available in 40 and 80 
units per cc., vials of 10 cc. Accepted by the Council 
on Pharmacy and Chemistry, American Medical 
Association. ve in The Wellcome Research 
Laboratories, Tuckahoe, New York. U.S. Patent No. 
2,161,198. LITERATURE ON REQUEST. 
‘Wellcome’ Trademark Registered 
1. Bauman, L.: Bull. New Eng. M. Center 5:17 (Feb.) 1943. 


"WELLCOME 


Globin Jusulin 


WITH ZING 
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WOMAN’S AUXILIARY 


TO THE RHODE ISLAND MEDICAL SOCIETY 


af eres of the Women’s Auxiliary to the 
Rhode Island Medical Society was held on 
March 31, 1947. Mrs. Herbert E. Harris, Presi- 
dent of the Auxiliary, called the meeting to order 
at 2:00 p. m. 

Mrs. Charles L. Farrell, Secretary, read the 
minutes of the previous meeting, which were ap- 
proved as read. 

Communications were read by the Secretary 
from officers of the Woman’s Auxiliary to the 
American Medical Association congratulating the 
Rhode Island Women’s Auxiliary on its organi- 
zation. 

Mrs. Harris, the President, announced that the 
main object of the meeting was to vote on the 
proposed Constitution and By-Laws, which had 
been adapted from the model constitution sent out 
by the Woman’s Auxiliary to the American Medi- 
cal Association for the use of the various state 
auxiliaries. 

The President further stated that the proposed 
constitution had been reviewed by Mr. John E. 
Farrell, Executive Secretary of the Rhode Island 
Medical Society, to obviate any conflict with the 
Constitution and By-Laws of the Rhode Island 
Medical Society. It was then studied by the Execu- 
tive Board of the Woman’s Auxiliary and recom- 
mended for adoption. 

The President then stated that the articles and 
sections of the Constitution would be read one by 
one, corrected when necessary, and that the whole 
Constitution with corrections would be voted upon 
as a unit at the completion of its reading. The 
same method would be used for the adoption of the 
By-Laws. 

The Secretary read the proposed Constitution 
and By-Laws of the Woman’s Auxiliary to the 
Rhode Island Medical Society, pausing after each 
section, for discussion and correction. 

Article I1V—Section II was changed to read as 
follows: “Active members of this Auxiliary shall 
be restricted to wives of members or widows of 
deceased members of the Rhode Island Medical 
Society.” The members of the Auxiliary signified 
by a show of hands that they approved this amend- 
ment. 

After the Secretary read Article V—Section 1A, 
discussion ensued about the word “convention”. 


Many members expressed the thought that the 
words “or annual meeting” should be added. The 
motion was made and seconded that this section 
should read as follows: “The legislative powers of 
this Auxiliary shall reside in the convention or 
annual meeting.” This motion was adopted by a 
show of hands. 

Mrs. iobert M. Lord made a motion that Article 
IV, Section V, be deleted from the Constitution. 
Mrs. Ciro Scotti seconded this motion. The Presi- 
dent asked for a show of hands and then declared 
the motion defeated. 

Mrs. Leo Cohen moved that Article IV, Section 
V, be amended to read as follows: “No active 
member of the Rhode Island Medical Society shall 
be eligible to active or associate membership in 
this Auxiliary”. Mrs. Herman Winkler seconded 
the motion. On a show of hands the President 
declared the motion defeated. 

There was a lengthy discussion on Article V, 
Section III. Mrs. Francis Hanley moved that this 
section remain as written. The motion was sec- 
onded by Mrs. Thomas Dolan. The show of hands 
was counted and the President declared the mo- 
tion carried by a large majority. 

It was the unanimous opinion of the members 
present that the Treasurer should have until April 
21, 1947 to submit to the Secretary a list of mem- 
bers whose dues are paid. 

After the Secretary had finished reading the Con- 
stitution and the sections had been discussed, the 
President asked for those in favor of adopting the 
Constitution as written with correction to raise their 
right hand. She then declared the motion adopted 
by a majority vote. 

There was a brief discussion on the subject of 
whether the Woman’s Auxiliary should appoint a 
corresponding secretary in addition to the other 
officers. The President stated that she thought 
there was no need for a corresponding secretary 
as the Executive Office of the Medical Society 
would supply any needed assistance. 

The Secretary then proceeded to read the By- 
Laws. There was no discussion until Chapter VI, 
Section IV, regarding dues was reached. The 
President explained the projected use of income 
from dues and asked the opinion of the members 


regarding a three dollar annual assessment. It was 
\ continued on page 391 
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WOMAN’S AUXILIARY 
continued from page 388 
the opinion of the majority that a three dollar dues 
was satisfactory. 

When the Secretary finished reading the By- 
Laws, Mrs. Lewis Porter asked if it was correct 
to vote on the Constitution and By-Laws after 
one reading. The President replied that the Board 
of Directors had reviewed the Constitution and 
By-Laws very thoroughly at their last meeting and 
recommended their adoption. Mrs. Joseph C. 
Johnston moved that the By-Laws be accepted as 
read. The motion was seconded by Mrs. H. Lor- 
enzo Emidy and the President declared it unani- 
mously adopted. 

Mrs. Henry S. Joyce moved that the Board of 
Directors elected at the organization meeting of 
the Woman’s Auxiliary be instructed to present as 
its slate of candidates the temporary officers of the 
Auxiliary and its present temporary Board of Di- 
rectors. There was no objection to this motion 
which was seconded by Mrs. Joseph C. Johnston. 
The President declared the motion unanimously 
adopted. The President then reminded the mem- 
bers that counter nominations may be presented at 
the convention. 

There was some discussion regarding a date for 
the annual luncheon meeting the first week of May. 
The President stated that she hoped to obtain a 
speaker from the national organization for that 
event. Mrs. Joseph C. Johnston moved that the 
convention or annual meeting be held during the 
first week of May. The motion was seconded by 
Mrs. Henry S. Joyce and the President declared 
it unanimously adopted. 

Mrs. William Roberts moved that Mrs. Roland 
Hammond be appointed Chairman of Arrange- 
ments for the convention. Mrs. Robert T. Henry 
seconded the motion and the President declared it 
unanimously adopted. 

The meeting adjourned at 4:00 p. m. 
Respectfully submitted, 

Mrs. CHarLEs L. FARRELL, 
Secretary 
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IN WOONSOCKET IT’S... 


Joseph Brown Company 
Specializing in Prescriptions 
Surgical Fittings 


EIGHT REGISTERED PHARMACISTS 


188 Main Street Woonsocket, R. I. 
"If It’s from Brown’s, It’s All Right” 


ANNOUNCING 
a new principle in 
Support Design 


SPENCERFLEX 
FOR MEN 


Individually designed 

for each patient, the 

Spencerflex provides pelvic control 
and abdominal uplift with freedom 
for muscular action. Improves posture 
and body mechanics. Non-elastic. Will 
not yield or slip under strain. Very 
durable, moderate cost. Can be put on, 
removed, or adjusted in a moment. 


Also designed as adjunct to treatment 
following upper abdominal surgery. 
Completely covers and protects scar 
without “digging in” at lower ribs. Re- 
lieves fatigue and strain on tissues and 
muscles of wound area. We know of 
no other support for men providing 
these benefits. 


For information about Spencer Supports, tele- 
phone your local “ ‘Spencer corsetiere” or ‘‘Spen- 
cer Support Shop”, or send coupon below. 
SPENCER, INCORPORATED 
129 Derby Ave., New Haven 7, Conn, 
In Canada: Rock Island, Quebec. 
In England: Spencer (Banbury) Ltd., 
Banbury, Oxon. Booklet? 
Please send me “How Spencer 
Supports Aid the Doctor’s Treatment.’ 


Street ... 


SPENCER SUPPORTS 


US 
FOR ABDOMEN, BACK AND BREASTS 
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GROUP PRACTICE IN A SMALL COMMUNITY * 


R. F. DEWITT, M.D. 


The Author. R. F. DeWitt, M.D., of Plymouth, N. H. 
Member, The Associated Medical Center of Plymouth 
and Ashland, New Hampshire. 


A A MEMBER of the Associated Medical Center 
of Plymouth and Ashland, New Hampshire, 
it is my privilege to present our group for consid- 
eration as one method designed to improve rural 
medicine. To the best of my knowledge we are 
the smallest group practicing in the smallest com- 
munity of any of the four groups of the state of 
New Hampshire. 

We are located in a community of about three 
thousand people with a rather large outside draw- 
ing from the neighboring towns. Although basic- 
ally rural, we do have considerable industrial and 
resort practice. There are three other practicing 
physicians in the community in addition to the 
members of the Associated Medical Center which 
is made up of Dr. Feiner, Middleton, Orton, and 
myself. The one, inadequate thirty-bed hospital 
serves members of the group and non-members of 
the group. 

To understand a little of the development of the 
group let us look back at the history a bit. The 
community is unique in that about fifteen years ago 
there was a very rapid change in medical care from 
the older doctors who either died or moved away 
within about a two year period, and the resulting 
influx of a group of young doctors to take their 
places. There was no organized, and as far as is 
known to me, never had been, an organized hos- 
pital staff. Although some active surgery was done, 
veneclysis and transfusions were few and assumed 
rather major proportions at that time. There was 
and had been a constant disagreement and jealousy 
among the older doctors. This was the heritage of 
us younger men. Within the next three years we 
had broken down the old prejudices and formed 
a hospital staff composed of those physicians who 
were in active practice in the community at that 
time. It was at one of these hospital staff meetings 
that the idea of group practice was proposed and 
on January 1, 1942 the partnership known as the 
Associated Medical Center was born. 

* Presented at the Second Annual Meeting, Council of the 
State Medical Societies, at Boston, April 


The purpose as quoted from our partnership 
agreement is “the practice of medicine and surgery 
together under partnership direction, each associate 
to retain his individual practice and responsibility 
to his respective patients ; but aiming by the com- 
bination of their abilities, skill, energy, capital, and 
equipment to serve their patients better and to 
provide superior skill, equipment, and application 
of the results of the latest research accepted, ap- 
proved, and adopted by the best authorities in the 
profession, and in accord with the accepted ethical 
standards of the reputable state and national medi- 
cal-surgical societies and associations.” 

To ourselves we have provided a method where- 
by we have an opportunity to spend time for study 
and vacation. 

This method of practice assures us of an increase 
in individual knowledge and by our close associa- 
tion greatly multiplies the knowledge of the entire 
group. 

As a result we have been able to provide for the 
community both knowledge and equipment which 
it was impossible for the community to obtain — 
without traveling long distances. To elucidate a 
bit we have provided, in addition to general medi- 
cine and surgery, more detailed work in cardiology, 
allergy, orthopedics, obstetrics, gynecology and 
urology. By the continued efforts of the group it 
is our impression that our practice of medicine 
must as a result compare favorably with other 
communities of similar size. 

It is always a question in the minds of those not 
familiar with the economy of group practice, as to 
how we provide for the individual income. To my 
knowledge there are as many ways as there are 
groups. I am not familiar with any method that 
does not have at least one drawback. With us we 
have found it quite satisfactory to use the follow- 
ing general plan. At the time we started, a basic 
salary was agreed upon for each partner based 
upon his previous income tax returns. Any bal- 
ance left in the treasury at the end of the year is 
divided according to the percentage of contribution 
to the treasury. All receipts from the practice of 
medicine are turned into the treasury. 


We feel that more men, particularly in specialty 


work, should be added to the group. As you call 
. continued on page 39% 
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7 KEYS TO SUPERIORITY 


Yes, seven keys to quality . . . seven 
reasons why many physicians recommend 


Hood’s Certified Milk. 


The milk must be produced under the supervision of a Medical 
Milk Commission. 


The Commission designates a sanitary inspector, a veterinarian, a 
physician and an analyst to enforce its methods and standards. 


Barn conditions are specified in great detail. 


Herd management and practices are rigidly controlled and inspected 
at least once a month. 


The health of employees is under the weekly supervision of a 
physician approved by the Commission. 


Milk must be cooled promptly and delivered, at a temperature 
above freezing but below 50° F., within thirty hours after milking. 


Certified Milk must contain an average butter fat content of 4%. 


Milk produced under these conditions provides a milk 
of unquestioned purity and nutritive value. 


H.P,.HOOD & SONS 1846-1947 
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MEDICAL GROUPS IN THE UNITED STATES, 1946 


G. HALSEY HUNT, M.D. 
Senior Surgeon, U. S. Public Health Service 


ie U. S. Public Health Services is currently 
conducting a study of medical group practice in 
the United States, in an effort to assemble factual 
information about this subject. 

Early in the course of the study it became evi- 
dent that little information was available as to the 
existence, location, and size of groups. Lists of 
groups were obtained from the American Medical 
Association, Medical Administration Service, Inc., 
and the National Association of Clinic Managers, 
but no list carried up to date information (if any) 
about these points. 

In the summer of 1946 a mail questionnaire was 
sent to all of the groups appearing on any of these 
lists, as well as to the organizations listed in “Pre- 
payment Medical Care Organizations.” A high 
percentage of the questionnaires was returned, and 
a statistical summary of the findings will be pub- 
lished elsewhere. 

In addition, it has seemed advisable to publish 
a directory of the groups about which information 
is available as a result of the questionnaire. This 
directory must be looked upon as tentative and in- 
complete, since some groups did not appear on any 
of the source lists, and some known groups did not 
return the questionnaire, but there is evidence that 
the great majority of existing groups are included. 
It is hoped that publication of this directory will 
stimulate the flow of information about groups 
which are omitted from this listing. 

Because of the lack of an accepted definition of 
what constitutes a group, it was thought wise to be 
as inclusive as possible in this listing. The only 
qualifications required of a group for inclusion 
here, therefore, are, first, that it have some sort of 
formal organization, and second, that it have at 
least three full-time physician members. 

The groups listed for New England in this di- 
rectory are as follows: 


MASSACHUSETTS 
HOLDEN CLINIC Private 
8 Boyden Road, Holden, Mass. 
Medical Director: Dr. Edward J. Crane 
Business Manager: Mr. Walter J. Snow 
Primary Activity: General medical care. Fields 
covered: Multiple 
Number of Physicians: Full time—4; Part time 
—0. Number of Dentists: 0 
Date of information: 8/3/46 


FALLON CLINIC Private 
10 Institute Road, Worcester 2, Mass. 
Medical Director: Dr. John Fallon 
Business Manager: Mr. E. Clancy 
Primary Activity: Referred work. Fields coy- 
ered: Multiple 
Number of Physicians: Full time—5 ; Part time 
—3. Number of Dentists: 0 
Date of information: 7/10/46 


NEW HAMPSHIRE 
THE CLINIC & CLINIC HOSPITAL 
Private 
27 Green Square, Berlin, N. H. 
Medical Director: Dr. Burton S. Munro 
Business Manager: Dr. Burton S. Munro 
Primary Activity: General medical care. Fields 
covered: Multiple 
Number of Physicians: Full time—4; Part time 
—1l. Number of Dentists: 0 
Date of information: 7/11/46 
HITCHCOCK CLINIC Private 


Hanover, N. H. 


Medical Director: Dr. John P. Bowler 
Business Manager: None 
Primary Activity: Referred work. Fields cov- 
ered: Multiple 
Number of Physicians: Full time—25; Part 
time—1l. Number of Dentists : 0 
Date of information: 7/26/46 
THE LACONIA CLINIC Private 
724 Main St., Laconia, N. H. 
Medical Director : Dr. Chester L. Smart 
Business Manager: None 
Primary Activity: General medical care. Fields 
covered: Multiple | 
Number of Physicians: Full time—10; Part 
time—O. Number of Dentists: 1 
Date of information: 7/9/46 
THE ASSOCIATED MEDICAL CENTER 
Private 
Main St., Plymouth, N. H. 
Medical Director: None 
Business Manager : 
Primary Activity: General medical care. Fields 
covered: Multiple 
Number of Physicians: Full time—4; Part 
time—O. Number of Dentists: 0 


Date of information: 8/20/46 
‘ . continued on page 396 
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Claude Bernard 


(1813-1878) 
proved it in glycogen 
research 


Bernard believed in planned 
experimentation. Heshowed 
this in his study of the 
pancreas and in his experi- 
ments proving the manu- 
facture and secretion of gly- 
cogen by the liver. This 
basic work paved the way 
for hormone research. Later 
he established the funda- 
mental facts of vasomotor 
physiology. Bernard knew 
the value of experience — 
yes, experience is the best 
teacher!. 


Yes, and experience is the best teacher in smoking too! 


HAT wartime cigarette shortage was a real 

experience to smokers. Millions of people 
smoked more different brands than they would 
normally try in a lifetime. And out of the com- 
parisons of that experience so many more. 
smokers came to prefer Camels that today 
more people are smoking Camels than ever 
before. 

We don’t tamper with Camel quality. 

Only choice tobaccos, properly aged, and 

blended in the time-honored Camel way, 

are used in Camels, 


According to a recent Nationwide survey: : 


Doctors SMOKE CAMELS 
than any other cigarette 


B.J. Reynolds Tobacco Co., Winston-Salem, N.C, 
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GROUP PRACTICE IN A SMALL COMMUNITY 
concluded from page 392 


well understand, this has been an uphill procedure 
during the past war years. ; 

We sincerely believe that we have, through these 
years, so improved medicine in our rural com- 
munity that there is no comparison between the 
years gone by and the present time. By our close 
relationship and continued effort we will be able 
to maintain a high standard of medicine and sur- 
gery and not become content to rely on our past 
laurels. 

Another point that has been questioned many 
times concerns our work with the practitioner out- 
side of the partnership. This we have been able to 
do on an amiable and cooperative basis attempting 
to render whatever assistance we may be called 
upon to give. 

At present our group may not have all of the 
answers to the practice of group medicine now or 
for medicine to come, but it has proven to us to be 
far superior to anything we have experienced be- 
fore in private practice. 

‘I have attempted to give the highlights of our 
little group. There undoubtedly may be left ques- 
tions which have not occurred to me. I, as far as I 


‘am able, will be only too happy to give my impres- 


sions on the new and growing brand of medicine 
which has so many possibilities both good and bad 
depending upon the integrity of those who practice 
it. 
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MEDICAL GROUPS IN THE USS. 
concluded from page 394 
VERMONT 
FITCH CLINIC Private 
122 Railroad St., St. Johnsbury, Vermont 
Medical Director: Dr. D. E. Coburn 
Business Manager: None 
Primary Activity: General medical care. Fields 
covered: Multiple 
Number of Physicians: Full time—6; Part time 
—2. Number of Dentists: 0 
Date of information: 7/12/46 


WINDSOR MEDICAL & DENTAL 
GROUP Private 
Windsor, Vermont 
Medical Director: None 
Business Manager: Dr. William H. Krause 
Primary Activity: General medical care. Fields 
covered: Multiple 
Number of Physicians: Full time—3; Part time 
—0. Number of Dentists: 1 
Date of information: 8/1/46 
(Note: The above abstract is from a study released by 


the Federal Security Agency, U.S. Public Health Service, 
Division of Public Health Methods, in February, 1947.) 
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“YES MADAM, 
SELLING 


Certified Milk 


IN RHODE ISLAND IS 


PRODUCED BY 


Cherry Hill Farm 
Fairoaks Farm 
Hampshire Hills Farm 


Walker-Gordon Lab. Co., Inc. 


DISTRIBUTED BY 


H. P. Hood Co. DE 3024 
Fairoaks Farm PE 6870 
Whiting Milk Co. GA 5363 
H. P. Hood Co. DE 3024 
Whiting Milk Co. GA 5363 


CERTIFIED MILK 
DESERVES YOUR 
RECOMMENDATION 
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BOOK REVIEW 
Allergy in Theory and Practice by Robert A. Cooke, et al. 
W. B. Saunders Company, Philadelphia, 1947. $8.00 

This book of Dr. Cooke’s is the best book on 
allergy for the practitioner at the present time. 
The practical points in diagnosis and treatment are 
well presented with the scientific background which 
Dr. Cooke has done such a large part in develop- 
ing. Although it lacks some of the detail contained 
in the larger books previously published, notably 
that of Vaughan, this reviewer thinks that it makes 
up for its small size by clarity and conciseness. 

It is unfortunate that allergists cannot agree on 
a method of standardizing treatment extracts. Dr. 
Cooke uses protein nitrogen units in measuring his 
doses which makes added difficulty for most of his 
readers. 

The lack of material on the allergies of infancy 
and early childhood is deplorable. This is the fault 
of the pediatricians for not having developed the 
knowledge in this field. 


P. BuFrFuM, M.D. 


“VISIT OUR BOOTH AT THE A M.A. CONVENTION ”’ 


These thousands are 
proof of the satisfaction given by Hanger Artificial 
Limbs. Produced by long-established companies, the 
limb is a well-tried product, and the wearer is assured 
of proper service after purchase. 

High quality materials, sturdy construction, and ex- 
perienced workmanship make a dependable limb nat- 
ural in appearance, graceful in action, and general 
in utility. Proper fit by an experienced Hanger man 
ensures the utmost comfort. 

The reputation and prestige of Hanger Limbs have 
been established in daily use for over 85 years. Today 
more people wear Hanger Artificial Limbs than those 
of any other make. 


LIMBS 
441 STUART STREET 
BOSTON 16, MASS. 


MERCUROCHROME 


(H. W. & D. brand of merbromin, 
dibromoxymercurifluorescein-sodium) 


Extensive use of the Surgical 
Solution of Mercurochrome 
has demonstrated its value in 
preoperative skin disinfec- 
tion. Among the many advan- 
tages of this solution are: 

Solvents which permit the 
antiseptic to reach bacteria 
protected by fatty secretions 
or epithelial debris. 

Clear definition of treated 
areas. Rapid drying. 

Ease and economy of pre- 
paring stock solutions. 

Solutions keep indefinitely. 

The Surgical Solution may 
be prepared in the hospital or 
purchased ready to use. 

Mercurochrome is also sup- 
plied in Aqueous Solution, 
Powder and Tablets. 


HYNSON, WESTCOTT 
& DUNNING, INC. 


Baltimore 1, Maryland 
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MEDICAL LIBRARY NOTES 


NEW MEDICAL BOOKS AVAILABLE 
The Librarian of the Rhode Island Medical 
Society Library announces the recent addition of 
the following books: 
DAVENPORT COLLECTION 
Willard Marmelszadt—Musical Sons of Aescu- 
lapius. N. Y., 1946. 
ACETANILID 
Martin Gross—Acetanilid. A Critical Biblio- 
graphic Review. New Haven, 1946. 


ALLERGY 
Robert A. Cooke—Allergy in Theory and Prac- 
tice. Phil., 1947. 


ANATOMY 
Henry Gray—Anatomy of the Human Body. 
Edited by Warren H. Lewis. 24th ed. rev. 
Phil., repr. 1946. 
ANESTHESIA 
The Centennial of Surgical Anesthesia. An 
Annotated Catalogue. Compiled by John F. 
Fulton & Madeline E. Stanton. N. Y., 1946. 


DERMATOLOGY 
George C. Andrews—Diseases of the Skin. 3rd 
ed. Phil., 1946. 
George M. MacKee & Anthony C. Cipollaro — 
X-rays and Radium in the Treatment of 
Diseases of the Skin. 4th ed. Phil., 1946. 


DIABETES 
Elliott P. Joslin & others — The treatment of 
Diabetes Mellitus. 8th ed. Phil., 1946. 
ELECTROCARDIOGRAPHY 
Ashton Graybiel & Paul D. White — Electro- 
cardiography in Practice. 2nd ed. Phil., 1946. 
FOLIC ACID 
Tom D. Spies—Experiences with Folic Acid. 
Chic., 1947. 
GASTROENTEROLOGY 
Henry L. Bockus—Gastro-enterology. Vol. III 
& index. Phil., 1946. 
MEDICAL ECONOMICS 
Nathan Sinai & others—Health Insurance in the 
United States. N. Y., 1946. 
Bernhard J. Stern—Medical Services by Gov- 
ernment. Local, State and Federal. N. Y., 
1946, 


MEDICINE 
George F. Dick & others, editors—The 1946 
Year Book of General Medicine. Chic., 1946, 


NEUROLOGY 
H. Houston Merritt & others—Fundamentals of 
Clinical Neurology. Phil., 1947. 


ORTHOPEDICS 
John A. Key & H. Earle Conwell—The Man- 
agement of Fractures, Dislocations, and 
Sprains. 4th ed. St. L., 1946. 


PATHOLOGY 
William A. D. Anderson—Synopsis of Pathol- 
ogy. 2nd ed. St. L., 1946. 


POLIOMYELITIS 
Collected Reprints of the Grantees of the Na- 
tional Foundation for Infantile Paralysis. 
Vol. VI,.1945. N. Y. 


SURGERY 
Evarts A. Graham, editor—The 1946 Year Book 
of General Surgery. Chic., 1947. 


VASCULAR DISEASES 
Edgar V. Allen & others—Peripheral Vascular 
Diseases. Phil., 1946. 


WAR MEDICINE 
Roy R. Grinker & John P. Spiegel—Men Under 
Stress. Phil., 1945. 


MISCELLANEOUS 

The Pharmacopoeia of the United States of 
America. 13th revision. Easton, 1947. 

Directory of Medical Specialists. Vol. IIL 
Chic., 1946. 

Transactions of the American Proctologic So- 
ciety. 45th. San Fran., 1947. 

Transactions of the Association of American 
Physicians. Vol. LIX. Phil., 1946. 


GIFTS 

Gifts of books, journals and pamphlets were re- 
ceived from the following: Doctors Frank M. 
Adams, Irving A. Beck, Francis V. Corrigan, 
Morgan Cutts, Halsey DeWolf, Roland Ham- 
mond, Louis I Kramer, Albert L. Lagerquist, Jesse 
E. Mowry, and Stephen A. Welch and from Brown 
University, the Ethicon Suture Laboratories, the 
Providence Lying-In Hospital, the Providence 
Public Library and the U. S. Government. 
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